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A METHOD OF INCREASING THE GASTRIC RESERVOIR 
FOLLOWING TOTAL GASTRECTOMY 


BOSTON M. DAY, M.D. 
and 
FELIX CUNHA, M.D. 


San Francisco, Calif. 


Much has been written in recent years in the surgical literature with regard 
to the “postgastrectomy syndrome”. In those cases where the ‘operation of total 
gastrectomy has been done, and the expected favorable response postoperatively 
does not accrue, in spite of the fact that favorable conditions have been encoun- 
tered; with the ability to resect that amount of tissue one desires, with the absence 
of lymph nodule or ol ind invasion; with little or no spread or invasion of nearby 
tissue or neighboring organ; plus absence of visible metastasis, the situation is a 
most unhappy one for all concerned. 


To understand and properly evaluate this postgastrectomy syndrome one is 
compelled to review and understand the physiology of the syndrome. itself, in 
order to be able to do something to avoid it or when encountered to be able 
to combat it. (It is by reverting to the physiologic principles of the upper gastro- 
intestinal tract that we have reasoned and rationalized, at least to ourselves, 
the operative procedures set forth in this paper. Insofar as we have been able to 
learn in our search of the literature these operative procedures as advanced here 
are original with us. ) 


The “psychology” involved in these postgastrectomy syndromes is truly unu- 
sual. The patient consents to going to the hospital to have a complete removal of 
his stomach because he has cancer. 


He survived the operation for which he is eternally grateful and the surgeon 
thanks his God. Months pass, memory is short, the patient forgets his gratitude— 
he has not the mental capacity to properly evaluate his benefit and escape from 
being a casualty. He is interested only in the fact that he is not well—his digestion 
is poor; he is weak and thin and in his own words he might as well be dead. 
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THE REVIEW OF GASTROENTEROLOGY 


What are the symptoms—specifically of this postgastrectomy syndrome and 
particularly why does it occur? We shall attempt to explain by reviewing some of 
the functions of the stomach: 


The main function of the stomach is that of a reservoir. In this reservoir the 
preparation of food for delivery to the small intestine must take place. Here food 
is mixed, diluted with gastric juice containing digestive enzymes, churned by the 
peristaltic waves of the stomach musculature, then delivered to the py lorus and 
passed to the duodenum at a periodic rate. The rate at which the stomach empties 


Sutured to 
Diaphragm 


Esophagojejunostomy Ist Anastomosis 


End to Side Jejunojeyunostomy 
i Side to Side 


Closure of 
+— Duodenal Stump 


2nd Anastomosis 


Jejunojeyunostomy 
Sutures - Side to Side 
Between --{~ 
Loops of 
Jejunum 


Pig. I 


is influenced by many and varied factors—m: tinly by the influence and control 
of the vagus nerve which in turn is influenced by various factors. 


As the food column passes into the duodenum it is diluted and the HCl 
from the stomach is partly neutralized. This HCI of the stomach has other func- 
tions than the simple encouragement of the digestion of proteids by pepsin. 
The HCl of the stomach takes part in the solution and dissociation of iron 
salts so that they may be easily absorbed in the small intestine. It, too, is con- 
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cerned in the absorption of vitamins. It also has a sterilizing effect on the food 
column so that bacteria are unable to grow in the upper small intestinal tract. 


Pepsin, which acts along with the HCI, is not an absolute essential to diges- 
tion as there are sufficient proteolytic enzymes that can digest proteins down to 
amino acids. These are manufactured by the pancreas and the jejunum. 


Physiologists tell us that there is an “intrinsic factor” produced by the 
fundus of the stomach in part, and that this “intrinsic factor” influences an “extrin- 
sic factor” which is present in food and the resulting “liver factor” is essential for 
hemopoiesis. It is not known whether Vitamin By, or folic acid is involved in the 
process. 


Fig. 3 


In a total gastrectomy these and other factors are automatically removed. 
Removal of pyloric antrum removes the source of gastrin. Removal of the whole 
of the body of the stomach removes the source of HCI. 


After total gastrectomy the stomach is no longer able to perform its function 
as a reservoir. It isn't there any more. After operations with a gastrojejunal anas- 
tomosis the gastric stump behaves like a funnel pouring food into the jejunum, 
but without any control. There is none of that fine orderly humoral mechanism 
which allowed a stated amount of food from the stomach when the duodenum 
announced it was able and willing to take care of it. 


A 
— 
Fig. 2 | 


THE REVIEW OF GASTROENTEROLOGY 


The jejunum was not constructed anatomically or physiologically to take 
care of any but minor phases of digestion. When a large bulk of food enters the 
jejunum rapidly it stimulates peristalsis very rapidly—sometimes food or a barium 
column will reach the cecum in a few minutes. If the food column happens to 
be hypertonic it can be there in a matter of seconds. 


With these physiological normals removed—the checks and balances inter- 
fered with—it is small wonder that unphysiological effects take place. 


Once again what are the features of this “postgastrectomy syndrome”? They 
are: 


Fig. 4 Fig. 5 


Postprandial diarrhea—the patient eats a small meal and must almost 
immediately evacuate. 


Impaired digestion and absorption. 
Hypoglycemic symptoms—dizziness—vertigo—lassitude—debility. 


Reflux and distention. 


Secondary anemia—based on iron deficiency—no absorption. 


Weight loss—malnutrition. 
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In total gastrectomy for extensive carcinoma of the stomach wherein the esopha- 
gus is anastomosed to a loop of jejunum is the situation we have in mind in pro- 
posing a new technic. (After such a total gastrectomy the stomach, or rather 
there is no stomach as such, the jejunum having been substituted, the large far 
reaching reservoir capacity of the stomach is reduced to a very minor—say less 
than 5 per cent of its original capacity. ) 


In accomplishing such an anastomosis, very important anatomic checks and 
balances come into play. 


Fig. 6 


First, the reflex and humoral stimuli, which normally control the rate and 
amount of gastric juice delivered into the duodenum have been by-passed and 
are no longer in use. 


Second, the mechanism for the manufacture of hydrochloric acid and pepsin 
has been removed. It no longer exists within the body and there is no compen- 
satory or substitute mechanism. 


Third, that mysterious element about which we know so little—except that 


it does play a major role in pe rnicious anemia—the “intrinsic factor’—and it is 
tied in with the lack of hydrochloric acid within the body—has also been extin- 
guished because the mechanism manufacturing it has been removed. 


pay) 
— 
é 


THE REVIEW OF GASTROENTEROLOGY 


It is rather a paradox that the patient you believe is the one who is going 
to have much postgastrectomy distress will sail high, wide and handsome through 
his postoperative convalescence and after that with not a pain, ache or bit of 
distress and then conversely, the one you think the sailing will be easy and 
clear, turns out to be your headache. 


Fourth, rapid emptying of the stomach throws the food column directly into 
the jejunum which has a high capacity for absorbing glucose very rapidly. Herein 
the insulin manufacturing mechanism can be thrown out of gear. Before enough 
insulin can be manutactured and mobilized the blood will be high in glicose— 
a true hyperglycemia established with sugar in the urine. This may induce an 
over intensive mobilization of insulin and a hypoglycemic condition is produced 
accounting for the symptoms of weakness, dizziness, vertigo, nausea-vomiting. 


Fifth, it is estimated that the average weight loss in the patient who has 
survived gastrectomy is 17 Ibs., in the three or four months after operation. As 
he learns to live and adapt himself to his disability he usually picks up slowly. 


After gastrectomy for carcinoma, and it is the same in ulcer, the jejunum has 
to take upon itself the functions of the stomach, for which it is poorly constituted. 
Our problem then is one in which we want to slow the passage of the food col- 
umn down the jejunum so that there is better mixture of food with bile and 
pancreatic juice, and, therefore, better digestibility. At the same time, by slowing 
the rate of absorption from the food column by the jejunal mucosa, much more 
vitamin and sugar absorption takes place and the body nutrition economy gains. 


Medically, many drugs which reduce the rate of small intestine passage have 
been used, notably hexamethonium bromide. Small meals at two hour intervals, 
with high intake of fat have been helpful, supplemented with high intake of 
vitamins, calcium preparations and sometimes small doses of bismuth. 


After six months or a year of adequate medical regime featuring the 
measures described, the patient may become entirely adjusted and require no 
further medication or help. 


SURGICAL APPROACH 


In many clinics over the country surgeons, faced with doing a total gastrec- 
tomy and keenly aware of the “gastric cripple” they may have to face for months 
and years after, have tried to supplement the gastrectomy by doing an entero- 
anastomosis or a side-to-side jejunojejunostomy, which of course does create a 
newer and slightly increased reservoir space and does serve to some extent to 
slow the rapidity of food passage. 


Many efforts have been made to form a food pouch by using segments of 
the intestinal tract. Segments of the colon and small bowel have all been used 
by various methods of anastomosis. 
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We believe the small bowel is physiological, and anatomically more adapt- 
able to serve the function of the stomach. The jejunum appears to be the most 
convenient. 


The procedure we describe is technically easy to perform and can be done 
without great risk. 


Jejunojejunostomy was first proposed in France many years ago by a famous 
French surgeon named Roux. 


We have amplified this procedure. Figure 1 is an illustration of the operative 
procedure proposed. 


Referring to our main or master illustration, it is proposed to suture the 
jejunum to the diaphragm for about 3 cm. on either side of the esophagojejunal 
anastomosis. This changes the gradients in this locale radically and it does create 
a larger space or reservoir, making the first slow-down point. 


Inasmuch as anatomical direction changes in both the afferent and efferent 
loops have been blamed tor the postgastrectomy syndrome, this procedure, to an 
extent, removes or corrects acute angles and provides a more or less collecting 
point prior to the slant down the jejunum. 


The second procedure is the side-to-side jejunojejunostomy creating here 
another road block in the form of another reservoir just below the anastomosis. 
The third procedure is again a jejunojejunostomy—a side-to-side anastomosis— 
again a road block slowing the food stream and creating another reservoir. This 
last jejunostomy is constructed approximately eight cm. below the second anas- 
tomosis as outlined in the main or master illustration. This last anastomosis is 
slightly lower, giving some degree of postural drainage. Additional sutures are 
taken above, below and between the jejunal loops and anchoring points. The 
two jejunojejunostomies are each about six centimeters in length, thus creating 
more or additional space to serve as food reservoir. 


The x-rays demonstrate the size and function of the food pouch. These films 
were taken one month after surgery. The longer dilated loop of jejunum seen in 
one case shows a larger and greater retention of the barium. Thus the surgeon 
may control the desired volume by adequate arrangement of the anastomosis. 


The accompanying illustrations of x-ray studies made at various intervals 
postoperatively, some one month, some two and three months after operation. 
They demonstrate adequately the dilated loops of jejunum, secondary to the 
slowing or blockading of the food column—acting as an area of retention tempo- 
rarily of the barium column and similarly of the food column—as a sort of 
mechanical trap—thereby creating an added reservoir. 
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CONCLUSIONS 


The normal physiology of the stomach and upper intestinal tract is 
described. 


Based on the interference in the normal physiological arrangement by 
the operation of gastrectomy an explanation is given of the “dumping syndrome” 
and the various other postgastrectomy symptoms. 


An operative procedure is proposed for correction of these symptoms by 
construction of reservoirs to take on the reservoir functions of the removed stom- 
ach plus slowing down the passage of the food column so that absorption of iron- 
vitamins and food nutrients can take place. 


4. It is particularly felt that the technic of suturing the jejunum to the 
diaphragm in itself and alone does much tor relieving the distention plus con- 
tributing support. 


Abnormal carbohydrate digestion is at least partly corrected because by 
creating a lag in the food column passage rate, more sugar, more iron, more 
vitamins can be absorbed, contributing favorably to the body economy. 


6. Bile and pancreatic juice collecting in the afferent loop, which by many 
is considered a major cause of symptoms, is diverted. 


. Itis appreciated that criticism may be made of adding a further procedure 
on ee of an already hazardous and heavy operation such as total gastrectomy— 
but it is felt that the time element involved does not constitute too much increase 
of risk, if any. 


S. A supplementary procedure to gastrectomy is described which insures 
a slow-down in the rate of passage of the food column through the jejunum, by 
increasing the reservoir space, then acting as road blocks to semi-stagnate the 
column so that a much higher degree of jejunal absorption is possible. 


9. It is to be kept in mind that in the authors’ opinion the primary problem 
is to resect as much of the gastric malignancy as possible and only secondarily, 
and we wish this point emphasized, is the gastric reservoir considered? 


10. We consider all gastric ulcers that come to surgery as possibly malignant 
and frozen sections are done in all lesions uniess obviously advanced malignancy. 


11. We have used the surgical procedure described successfully, without 
any major complications or deaths. All patients have gained weight and none 
have deve ‘loped postgastrectomy syndromes. Our series of cases is too small to 
draw definite conclusions re garding this procedure. Further experiences will be 
needed to evaluate the results. 


This procedure has only been used in advanced malignancy of the stomach 
with gross metastasis. 


Day and Cunha—Increasing the Gastric Reservoir Following Total Gastrectomy 713 


BIBLIOGRAPHY 


Butler, T. J. and Capper, W. M.: Experimental Study of 79 Cases Showing Early Post- 
Gastrectomy Syndrome (with Special Reference to Jejunal Distention and Stretching 
of Gastric Remnant). Brit. M. J. 1:1177-1181 (May 26), 1951. 

Lillehei, C. W., Lewis, F. J. and Wangensteen, O. H.: Limitations of Gastric Drainage 
Operation upon Effectiveness of Vagotomy. Gastroenterology 15:487-497 (July), 1950. 

Moroney, J.: Colonic Replacement of Stomach. Lancet 1:993-996 (May 5), 1951. 

Muir, A.: Brit. J. Surg. 37:165. 

Steinberg, M. E.:; Prevention of Postgastrectomy Difficulties by New Gastrectomy Technic 
(Pantaloon Anastomosis). ]. Internat. Coll. Surg. 14:194-204 (Aug), 1950. 

Wells, C. and Welbourn, R.: Postgastrectomy Syndromes—Study in Applied Physiology. Brit. 
M. J. 1:546-554 (May 17), 1951. 

Windwer, C. and Farber, D.: Gastroileostomy Following Subtotal Gastrectomy. Rev. Gastro- 
enterol, 17:1040-1043 (Nov.), 1950. 


DISEASES OF THE STOMACH AND DUODENUM? 


SOL FINEMAN, 'M:D. 
New York, N. Y. 


The chairman of your program committee has asked me to give you a general 
review on the subject of the roentgenographic examination of the stomach and 
duodenum. 


I shall illustrate the points | wish to make by projecting various roentgeno- 
grams on the screen. 

The first slide shows the mucosal pattern of the normal stomach (Fig. 1). The 
mucosal folds along the lesser and greater curvature of the stomach are particu- 
larly well illustrated. Preliminary mucosal studies on one or two roentgenograms 


Fig. 1—Mucosal pattern of the normal stomach. 


are very important and at times more informative than all subsequent studies— 
with the stomach and duodenum filled with barium. Irregularities of mucosal 
pattern, signifying neoplastic infiltration may become apparent on the first film. 


The next is a second illustration of a mucosal study (Fig. 2). 


The third slide shows beautifully the mucosal markings of the antrum and 
of the entire duodenal loop. 


The following slides illustrate the marked changes in the position of the 
normal stomach. 


resented before the Course in Postgraduate Gastroenterology of the National Gastro- 
enterological Association, New York, N. Y., 23, 24, 25 October 1952. 
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When empty, the stomach is located very high in the abdomen—when 
partially filled with barium its position is much lower, and when filled completely 
it extends down to the iliac crest level. The filled stomach again assumes a fairly 
high position when the patient is in the prone or supine positions. 


In studying the duodenum, we must obtain some roentgenograms, showing 
the duodenal bulb completely filled out and without superimposition of the 
gastric antrum. Usually this is obtainable with the patient in the right anterior 
oblique position. In the prone position, the antrum very often obscures some part 
of the duodenal cap and descending loop of the duodenum. 


Fig. 2—Mucosal pattern of the normal stomach. 


Compression of the duodenal cap is most useful for demonstrating its 
mucosal pattern. 


Roentgenograms of the stomach obtained with the patient in the lateral 
position are useful in studying the position of the stomach in relation to the 
spine. Tumors in this region will displace the stomach anteriorly, 


Posteroanterior views taken in the erect position are very useful in the study 
of the fundus. Tumors in the fundus of the stomach may become visible through 
the gas bubble (Figs. 3a and 3b). Views in the prone position aflord one an addi- 
tional opportunity to study stomach contours. In the supine position, the gastric 
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fundus fills out well and defects of contour may be brought clearly into view. 
Views obtained in the right anterior oblique position are usually essential for 
optimal visualization of the gastric antrum. 


I shall now illustrate various abnormalities of the stomach and duodenum. 


This slide shows marked almost polypoid thickening of the antral mucosa. 
This patient was a chronic alcoholic. 


In this case please note the marked difference in the appearance of the 
mucosa when contrasted with the mucosa in the normal cases, which | demon- 
strated earlier. 


ay 


Fig. 3b 
‘ig. 3a—Tumor visible in the fundus of the stomach through the gas bubble. 
. Sb—Same case as in Fig. 3a—Tumor in fundus outlined by the barium meal. 


The mucosal folds are thick. The possibility of neoplastic changes in this 
instance need not be considered too seriously, because the folds while thick 
present a fairly normal pattern, and the probability is that the change noted is 
due merely to the presence of « hypertrophic gastritis. 


It is well, however, to remember that in cases showing hypertrophic mucosal 
changes, correlation with the clinical examination is essential and that gastro- 
scopic examination may be indicated in many instances for more definitive 
evaluation of the case. 

In contrast to the previous case, IT wish to demonstrate this case which 
represents a type in which roentgenologic differentiation between benign hyper- 
trophic gastritis and neoplastic infiltration may be extremely difficult or at times 
impossible. 
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This type of case requires serial roentgenograms obtained at various angles 
to aid in determining whether the pattern remains fixed, as it would in a case of 
malignancy, or whether normal alterations of the mucosal pattern occur. 


The case I am showing you now was diagnosed six years ago as a probable 
case of nate gastritis. Gastroscopic examination corroborated the roent- 
genologic interpretation and this patient has remained well to date. 


In contradistinction to the previous case | am now showing you a film of 
the stomach of a young physician whose symptoms were thought to be due to 
neurosis. The gastric folds in the fundus and the outline of the fundus show 
considerable fixed irregularity. A roentgenologic diagnosis of cancer was made 


and the diagnosis was corroborated by exploratory operation. 


The following case reveals markedly thickened gastric folds, but the cle- 
ments of destruction seem to be lacking and a diagnosis of hypertrophic gas- 


Fig. 4—Marked thickening of gastric rugae in a case of hypertrophic gastritis. 


tritis seemed to be justified. This patient, a surgeon, has been under observation 
for one year and appears to be in good health to date. 


Scattered polypoid-like projections of the gastric mucosa eccurs not too 
infrequently. The mucosa adjacent to the scattered polypoid mucosal elevations 
appears to be entirely normal (Fig. 4). Gastroscopic examination is certainly 
indicated in these cases, because it is not entirely safe to rely solely on the roent- 
genologic examination. Malignant transformation of a polyp may occur long 
before the change can be detected roentgenologically. 


This patient has remained entirely well for the past six years. 


The next group of cases will illustrate deformities of the stomach and 
duodenum caused by the pressure of extrinsic masses. 


my 
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The first case is one of sarcoma of the spleen which produced this curvilinear 
defect on the fundus and greater curvature of the stomach. There is a lack of 
ragged borders and a smooth indentation which the mass produced in the 
stomach. 


The second case is illustrated by a lateral view of the stomach. There is 
a localized smooth rounded defect in the posterior wall of the stomach. The 
regularity of the mucosal folds at the defect site suggests pressure from an ex- 
trinsic mass. The mass proved to be an extrinsic stomach defect caused by 
carcinoma of the body of the pancreas. 


The third case demonstrates a huge soft tissue mass in the left upper quad- 
rant of the abdomen, which was responsible for the pressure defect in the stomach. 


Fig. 5a Fig. 5b 
Fig. 5a—Right diaphragm eventrated, Gastric fundus contracted and in normal position under 
left diaphragm. Body and antrum of stomach under elevated right dome of the dia- 
phragm and well above level of gastric fundus. 


Fig. 5b—Right anterior oblique view of same case as in Fig. 5a, Note upside down position 
of body of stomach and of the antrum and duodenal bulb. 


The mass proved to be a large benign cyst of the pancreas. Here again it is 
noted that the mucosal folds are merely compressed at the site of the mass, but 
are not distorted nor show evidence of ulceration. 


The next roentgenogram illustrates a gastric diverticulum. The vast majority 
of gastric diverticula occur on the lesser curvature, near the cardia. 

Rarely, a typical diverticulum may be observed along the greater curvature 
of the stomach. 


I wish to discuss next the differentiation between esophageal ampullas and 
hiatal herniae of the gastric fundus. 
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Esophageal ampullas are physiological dilatations of the terminal esophagus, 
which may be very prominent at times and which are often mistaken for hiatal 
herniae. In most cases the differentiation between hiatal herniae and esophageal 
ampullas is not difficult. The ampullary dilatation forms above the hiatus as the 
barium bolus reaches the diaphragm, particularly, if the patient strains and 
pinches off the hiatal opening as the barium reaches the supradiaphragmatic 
segment of the esophagus. If one waits a few moments, the barium bolus will be 
emptied into the stomach and the normal esophageal rugae will appear. 


The hiatal herniae of the gastric fundus, on the other hand, fill from below 
and show fairly typical gastric mucosal folds. 


Fig. 6a Fig. 6b 


Fig. 6a—Pyloric spasm, on functional basis. None of the barium meal left the stomach for 
seven hours. 

Fig. 6b—Same case as in Fig. 6a. On re-examination two days later, the stomach showed 
normal peristalsis and normal emptying of its barium content. 


In other cases the differentiation is difficult and at times impossible. 

The point I wish to make is that very often physiological esophageal am- 
pullas are mistaken for hiatal herniae. 

An effort to differentiate between the two should be made, however, since 
hiatal herniae, even the small ones, may be very significant clinic: lly—as is well 
known—they may cause symptoms mimicking heart disease. 

The hiatal herniae may be fixed above the diaphragm by adhesions or they 
may be of the sliding type and demonstrable only on the application of sufficient 
abdominal pressure to force all or part of the gastric fundus through the hiatus. 
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The next film is an example of a hiatal hernia of the paraesophageal type 
in which the esophagus terminates in the normal position and the herniated 
fundus lies above the diaphragm at the side of the esophagus. 


The next case is one in which the diaphragm was torn, apparently follow- 
ing a fall from a bicycle and the entire stomach and a portion of the colon 
herniated into the right chest. 


The traumatic episode was so trivial that the diaphragm tear was not sus- 
pected and the patient was treated for years as a cardiac invalid. 


When the hernia was discovered and corrected, the “cardiac symptoms” 
disappeared and the patient made a complete recovery and has been well now 
for the past fifteen years. 


Hiatal herniae may be visualized at times on routine posteroanterior chest 
roentgenograms, particularly when the film is slightly over-exposed. It is well 
to watch for evidence of gas and fluid in the region of the cardia shadow. 


On the lateral chest roentgenograms, the gas and fluid content of the hiatal 
hernia may be recognized in the posterior mediastinum. 


The next slide illustrates eventration of the diaphragm. In this case the left 
diaphragm has risen considerably into the thorax. The stomach has followed 
the diaphragm and has assumed an “upside-down” position. 


At first glance the condition simulates a large hiatal hernia—one can see, 
however, that the diaphragm is everywhere above the stomach, and presents 
a perfectly rounded dome above the stomach, spleen and splenic flexure of the 
colon. 


While differentiation between an eventration of the diaphragm and hiatal 
hernia is not difficult as a rule, there are cases in which the differentiation is 
very difficult, or impossible without the aid of pheumoperitoneum. 


While the majority of eventrations occur on the left side, eventration of the 
right diaphragm may also occur. In this case the gastric fundus has remained 
in its normal position on the left side but the body and antrum of the stomach 
followed the elevated right diaphragm and have risen high into the right hemi- 
thorax, well above the level of the gastric fundus (Figs. 5a and 5b). 


I next wish to show you a case of pyloric spasm, on a functional basis, in 
which no barium left the stomach for seven hours (Figs. 6a and 6b). The patient 
vomited some of the barium mixture and operation for an obstructing lesion was 
being seriously considered. 


On re-examination, however, two days later, no lesion was found and the 
stomach showed normal peristalsis and normal emptying of its barium content. 
This patient has been periectly well now for the past three vears. 
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I have observed this phenomenon a number of times, and am showing you 
this case to point out the necessity of not jumping at conclusions prematurely. 


This next case illustrates a healed gastric ulcer, which has cicatrized, no 
longer shows the ulcer niche, but merely the mucosal folds radiating toward 
the site of the healed ulcer. 


The next case shows an active ulcer. You see the ulcer niche projecting 
beyond the stomach border. 


Fig. 7—Food content in the stomach which may be mistaken for extensive carcinomatous in- 
volvement. 


That brings us to the roentgen differentiation between benign and malignant 
ulcers of the stomach. Is the roentgenologist justified in making the differential 
diagnosis purely on x-ray evidence? I don't think so. Many times a benign look- 
ing ulcer turns out to be malignant and in other instances, huge ulcerating 
lesions, projecting well beyond the stomach border, which one feels quite certain 
to represent an ulcerating neoplasm, are proven to be benign. 


The following case illustrates complete healing of a gastric ulcer. The ulcer 


is easily seen on the roentgenograms. It was seen gastroscopically, as an ulcer 
measuring 1.5 cm. in diameter. 
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Five months later the patient died and at the postmortem examination it 
was found that the ulcer had healed completely and without scarring. 


In gastrojejunostomy cases, the demonstration of marginal ulcers is not easy. 
These are best demonstrated by compression studies of the gastric and jejunal 
mucosa after ingestion of very small amounts of the barium mixture. 


In this case you see clearly two puddles of barium in the jejunum near the 
stoma. These were found to be constant, were interpreted as marginal ulcers and 
were found at operation. 


I should next like to peint out to you the importance of careful study of the 
abdominal scout film. A carcinomatous mass in the fundus can often be readily 
recognized within the fundic gas bubble. In this case, the mass is clearly visible 
in the stomach gas bubble and the barium meal study merely verifies the 
previous observation. 


In this case carcinoma of the stomach was completely unsuspected. This 
patient had been referred for examination of the gallbladder. The abdominal 
scout film revealed a mass in the gastric bubble (Fig. 4). This was corroborated 
on examination with the barium meal. 


The next case also illustrates the importance of careful study of the abdom- 
inal scout film. 


This patient had had an x-ray examination of the stomach four months 
earlier. The barium meal examination revealed nothing unusual and the patient 
was assured that there was nothing wrong with his stomach. 


His symptoms, however, continued and these roentgenograms clearly reveal 
a carcinoma of the fundus. 


Review of the abdominal film taken four months earlier clearly showed a 
mass in the stomach gas bubble. 


The “meniscus” sign, in which pressure over the site of the ulcerating lesion 
reveals a moon-shaped zone of translucency, is ciused usually by the raised 
border of neoplastic tissue at the periphery of the ulcerating lesion. In most 
instances it is indicative of an ulce rating neoplasm. 


It must be remembered, however, that the “meniscus” sign is not an infallible 
indicator of malignancy and that huge benign ulcers with raised inflammatory 


edges may also yield the “meniscus” sign. 


The next two cases are being shown to you to illustrate the napkin-ring type 
of gastric carcinoma of the antrum and of the scirrhous type of gastric cancer 
in which scarring occurs to such a degree that the stomach shrinks down to 
less than one-fourth or one-sixth of its normal size. 
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The next two films illustrate an error which | have seen committed a number 
of times, namely mistaking food content in the stomach for extensive carcino- 
matous involvement (Fig. 7). In this case you see the marked and extensive 
polypoid-like defects in the major portion of the stomach, which suggest carcino- 
matous involvement. 


Although patients are told invariably to report for examination on an empty 
stomach, they may have food retention or may forget to carry out instructions. 


We next see this same patient's stomach roentgenograms taken on the fol- 
lowing day. On re-examination, study of the gastric mucosa and gastric contours 
reveals no abnormalities whatever. 


Fig. 8a Fig. 8b 
Fig. Sa—Duodenal bulb shows normal contours. 
Fig. Sb—Same case as in Fig. 8a. On compression of the bulb a well defined ulcer niche be- 
comes visible. 


The next roentgenogram depicts a jejunoesophageal anastomosis following 
resection of the stomach for cancer. 


This case merely shows an irregular contracted bulb. An ulcer niche is not 


demonstrable. The irregularity and contraction of the bulb represents scarring 
from a healed duodenal ulcer. 


The second case demonstrates a duodenal bulb clover-leaf deformity in 
which the ulcer crater becomes visible only after compression of the bulb. 
Visualization of the ulcer niche is the best roentgenologic evidence of the 
presence of an active ulcer. 
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The last case | wish to show you represents a type in which the duodenal 
bulb shows entirely normal contours, yet on compression a well defined ulcer 
crater becomes visible (Figs. 8a and 8b). 


Dr. I Snapper:—As Dr. Fineman has emphasized, the diagnosis of antral 
gastritis still remains a difficult one. Even with the greatest care it still happens 
that x-ray diagnosis of antral gastritis proves to be incorrect and that at operation, 
varcinoma, or lymphosarcoma are found, This must be the reason why Dr. Fine- 
man has stressed the necessity of corroborating this x-ray diagnosis by gas- 
troscopy. 


EVALUATION OF THE ERYTHROCYTE SEDIMENTATION RATE 
IN GASTROINTESTINAL DISEASES 


EMANUEL W. LIPSCHUTZ, M.D., F.A.C.P.° 
Brooklyn, N.Y. 


Since the introduction of the erythrocyte sedimentation rate by Fahreu' in 
1918, this procedure has rapidly gained in popularity and come to be recognized 
as a valuable laboratory aid, indicating the presence of either an acute or chronic 
infection or a rapidly proliferating and/or ulcerating malignant process in any 
of the various body systems. In fact, the test is considered by many clinicians 
to be more dependable than the leucocyte and differential count in certain con- 
ditions associated with an active pathologic process. It is also a reliable guide in 
evaluating the therapeutic progress of certain diseases. 


Fig. la.—(9/26/47) An old duodenal ulcer and two prepyloric ulcers. 


In spite of its well deserved recognition and routine employment in certain 
conditions, the sedimentation test has not been accorded the important place it 
deserves as an aid in the differential diagnosis of pathological states, particularly 
where the differentiation of the benign ‘rom the malignant lesion is concerned. 
Much of this indifference to the test can be ascribed to inaccuracies in its per- 
formance, as well as to the adoption of any number of individual modifications, 
described by various authors, which to say the least, only add to the confusion 
and help to detract from the value and standardization of the method. Of course 
the non-specificity and certain limitations of the test must be thoroughly realized 


° Adjunct Professor of Gastroenterology New York Polyclinic Medical School and Hospital, 
and Attending Physician Beth El Hospital and Brooklyn Hebrew Home and Hospital for the 
Aged, Brooklyn, N. Y. 
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and in no way can it be regarded as a substitute for a comprehensive history, 
physical examination and other necessary laboratory procedures. The failure 
to appreciate these facts can lead to erroneous conclusions. 


It is the purpose of this communication to present the results of a survey of 
several hundred gastroenterological patients on whom erthyrocyte sedimentation 
rates were performed, using one technic by the same technician over a period 
of more than two years. The diagnosis in each case was arrived at after an ade- 
quate roentgenologic study of the gastrointestinal tract and employing various 
other helpful laboratory diagnostic procedures. Operative findings were available 
in some of the cases when such intervention was indicated, and the time element 
of two years (or more) was of definite help in observing the progress of a good 
many of those patients and gaining information as to the outcome and correct- 
ness of the original diagnosis. 


Several representative cases will be briefly summarized in order to demon- 
strate the problem certain types of gastrointe stinal cases, especially those with 

gastric lesions, may pose, and the “lead” one may expect from the sedimentation 
test in deciding on the nature of the lesion. It would not be amiss to mention the 
fact that the literature of the past two decades is not too profuse with data con- 
cerning the sedimentation rate in gastroenterological cases, particularly those of 
a malignant nature. Some of the most comprehensive papers on the subject are 
those published by Cutler’, Ham’ and Davis*; also, excellent textbook reviews 
by Gradwohl’ and Kracke®. Bockus* limits his comments on the sedimentation 
rate in gastric carcinoma to the following: “Blood sedimentation rates may prove 
of interest in the study of certain cases. A rapid sedimentation of erythrocytes 
frequently occurs in ulcerating carcinoma and in the recurrence of a metastatic 
lesion”. 


Metruop EmMPpLoyep AND RESULT OF SURVEY 


Erythrocyte sedimentation rate estimations were performed on 480 consec- 
utive patients whose complaints were essentially gastrointestinal in character. 
The Westergren method was used exclusively. The reason for this preference will 
be stated below. The procedure consisted of mixing in a small dry tube 2 c.c. of 
venous blood with  c.c. of 3.8 per cent sodium citrate solution. The b!ood and 
citrate solution were thoroughly mixed by brisk shakiag of the tube and the 
mixture was immediately drawn up, with the aid of a small medicine dropper 
rubber bulb attached to the Westergren pipette, to the zero mark. The pipette, 
the distal end of which remains immersed in the blood-citrate mixture within the 
test tube, is secured (with the test tube) in an absolute vertical position in an 
improvised stand, special care being taken not to allow any tilting or jarring of 
the mixture in the pipette during the period of sedimentation. A reading was 
taken at the end of one hour by measuring from the graduations on the pipette, 
the height of the column of clear fluid above the red corpuscles. The Westergren 
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normal range of the rate of sedimentation is given by Cecil* as “below 20 mm. per 
hour”. It. normally tends to be lower in males and not infrequently between 18 
and 22mm. per hour in apparently normal females. This statement bears empha- 
sis. A sedimentation rate in the range of 22 to 24 mm. per hour should be looked 
upon with greater concern in the male than in the female patient and the cause 
for such an increase should be carefully sought. In the present study, a figure of 
22 mm. per hour was arbitrarily adopted for either sex as the uppermost limit of 
normal. This decision was prompted by results obtained with numerous estima- 
tions performed over a number of years. 


Of the 480 cases studied, 241 were males and 239 females; age varied bet- 
tween 16 and 80 years. Of the entire group, 328 cases or 68.34 per cent have 
been found to suffer from a functional disorder usually of the gastrointestinal 
tract and 152 cases or 31.66 per cent have been satisfactorily proven to have 


Fig. 1b.—(11/10/47) Complete disappearance of small prepyloric niche and diminution in 
size of larger niche. 


some organic condition of the gastrointestinal tract or within the abdomen. Of 
this latter group, 5.8 per cent were found to suffer from a malignant lesion, proven 
by operation in the great majority of cases. In the so-called “organic benign” 
group were included cases of peptic ulcer, nonspecific ulcerative colitis and 
biliary tract disease. In further breaking down of the “functional” and “organic”’ 
groups, it was interesting to note that in the former, the number of female 
patients predominated (55.5 per cent), while in the latter group, males showed 
a predomihance (56 per cent). 


RESULTS OF SEDIMENTATION RATE ESTIMATIONS IN THE VARIOUS Groups 


Since it would not be practical to give individual estimations in these 480 
cases, composite figures are hereby shown for each group and these are highly 
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representative of the individual cases in each group, with some exceptions which 
will be explained below under “Comments”. In the patients of the “functional” 
group, the lowest sedimentation rate figure was 2 mm. per hour, the highest 
53 mm. per hour and the average figure was 11.7 mm. per hour. In the “organic 
benign” group the lowest figure was 2 mm. per hour, the highest 90 mm. per 
hour and the average 18.9 per hour. In the “malignant” group the lowest figure 
was 8 mm. per hour, the highest 110 mm. per hour and the average 43.9 mm. 
per hour. Thus, it is seen that the functional and benign organic lesions of the 
gastrointestinal tract as a group almost invariably reveal sedimentation rate 
figures which fall within the normal limit while the malignant lesions show a 
figure almost invariably above the normal, not infrequently very much above 
the normal. 


In the “functional” group, 32 cases or 9.8 per cent revealed a sedimentation 
rate above the normal (22 mm.) and analysis of these cases reveals that the 
elevated rate could be accounted for by the presence of some complicating 
factors such as an associated rheumatoid arthritis of lesser or greater severity 
or usually an elevated rate in a senile patient with some degree of anemia, the 
cause of which was not readily discernible after a careful search and not in- 
frequently associated with an appreciable degree of arteriosclerosis. 


In the “organic benign” group, 35 patients or 23 per cent revealed an ab- 
normal sedimentation rate. This group consisted of cases with peptic ulcer 
with complicating hemorrage in some, rheumatoid arthritis in others or cases 
of biliary tract disease with a complicating jaundice, as well as several cases 
of chronic ulcerative colitis in the acute or subacute phase, and with an oc- 
casional complicating polyarthropathy. As will be noted below, those  associ- 
ated factors or complications tend to elevate the sedimentation rate although 
the primary lesion such as a benign peptic ulcer itself rarely, if ever, influences 
the rate of sedimentation. 


The following two case reports will serve to illustrate the behavior of the 
sedimentation rate in gastric lesions which have proven by the subsequent 
course to be benign in nature. These two cases are more or less representative 
of the type of case one encounters in the “organic benign” group and the value 
of the sedimentation rate figure indicating the benign nature of the lesion. 


Case 1:—C. §., 39 year old storekeeper, presented himself in September, 1947 
with the chief complaint of severe pain in the epigastrium, relieved by food and 
associated with attacks of vomiting which usually come on in the late evening. 
He lost about eight pounds in the past few weeks. About eight years ago he un- 
derwent medical treatment for a duodenal ulcer. Two and one-half years ago, he 
was operated on for a perforated duodenal ulcer. He felt well following the 
operation until the onset of the present episode two weeks ago. Physical examina- 
tion was noncontributory, Gastric analysis revealed a marked hypersecretion 
with a hyperchlorhydria. X-ray study of the gastrointestinal tract revealed an 
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old deformity of the duodenal bulb and two ulcer niches in the prepyloric region 
on the lesser curvature aspect (Fig. la). Sedimentation rate was 14 mm. per 
hour. The question as to the possible malignant nature of the lesion arose and 
a brief period of medical therapy was decided on. After three weeks of strict 
therapy on a Sippy regime, there appeared no definite x-ray evidence of healing 
of the two ulcers and surgery was strongly advised. Since patient refused sur- 
gery, another brief period of therapy was instituted and an x-ray study (Fig. lb) 
following this second three weeks period revealed almost complete disappear- 
ance of the smaller niche and marked diminution in size of the larger niche. 
Patient continued to feel well and a re-examination of the stomach on December 
16, 1947 (Fig. lc), three months after the original x-ray study revealed complete 


Fig. le Fig. 1d 
Fig. le.—( 1/14/48) Four months later no evidence of ulcer. 
Fig. Id.—( 10/6/48) Nine months later, no evidence of lesion. 


healing of the ulcers. Sedimentation rate was 8 mm. per hour. Re-check nine 
months later (Fig. Id) reveals a normal appearing stomach, sedimentation 
rate 3 mm. per hour. In October, 1949, about two years after the original study, 
the patient is feeling well, has gained about twenty pounds and x-ray study of 
the stomach revealed no evidence of any lesion. 


Case 2:—D.F., 48 year old salesman, presented himself with the chief com- 
plaint of a burning sensation in the throat and retrosternal region, radiating down 
to the epigastrium and occurring only upon the ingestion of fluids, even water. 
He also experienced occasional bouts of pyrosis and sour eructations, appetite 
was good and there was no significant weight loss. Duration of the present 
complaint was about two months. About one month ago, he was subjected to a 
gastrointestinal x-ray study and the following quotation is taken from the 
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roentgenologist’s report. “Stomach reveals some definite, but not constant, pre- 
pyloric filling-defect about one and one-half inches in length along the lesser 
curvature, with narrowing of the prepyloric segment, which may be due to an 
antral gastritis”. Patient was advised to return after a three weeks period of 
medical therapy for a re-evaluation of the status of the stomach, since malig- 
nancy was not definitely ruled out. The results of an x-ray study four weeks 
later (Fig. 2a), revealed a narrowed pyloric antrum with some irregularities 
along the lesser and greater curvature and a suggestive distortion of the mucosal 
pattern of the distal pyloric canal. The appearance of the prepyloric segment 
was almost identical with the one seen two months ago. Sedimentation rate 
was 8 mm. per hour. Hemogram was normal and he had a hypochlorhydria. 
A gastroscopy was refused by the patient. The above findings and especially 
the normal sedimentation rate strongly militated against the diagnosis of 


Fig. 2a.—(4/13/48) Pyloric antral defect. 


malignancy. After a two months liberal ulcer regime, re-examination of the 


stomach (Fig. 2b), revealed essentially the same changes in the pyloric antrum 


as seen on the previous examination. Sedimentation rate was 7 mm. per hour. 
The patient was feeling well. In view of the satisfactory clinical progress, a 
normal sedimentation rate and a normal blood picture as well as the apparent 
nonprogression of the lesion roentgenologically, the diagnosis of antral gastritis 
was strongly entertained. The patient was re-examined nine months later; 
he was continuing in good health, gained several pounds and revealed a 
normal sedimentation rate of 12 mm. per hour. An x-ray study of the stomach 
(Fig. 2c) revealed complete disappearance of the prepvloric defect, the mucosa 
displaying a normal rugal pattern. 


In the “malignant” group, 4 cases or 14.3 per cent have failed to show an 
elevated sedimentation rate, which was contrary to expectations and curiously 
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enough, 2 were cases with proven neoplasms of the body of the pancreas. As 
suggested by Alvarez®, it is possible that the passage of bacteria through the 
friable growth in some cases may be a factor in an increased sedimentation 
rate and the preservation of the integrity of the lesions in the above two cases 
to the extent where they did not permit passage of bacteria through them may 
have been responsible for the normal sedimentation rates obtained. In contrast to 
the “organic benign” group, the following two cases illustrate the presence of 
elevated sedimentation rates in malignant gastric lesions. Such an elevated 
sedimentation rate, which is strongly in favor of a malignant lesion, must be 
correctly appraised if early therapy is to be instituted. 

Case 3:—B.R., 66 year old male, was seen in September, 1948, with the chief 


complaint of pain in the epigastrium, radiating to the interscaprlar region, re- 
lieved by food. X-ray studies revealed the presence of a gastric ulcer in the 


Fig. 2b.—(6/30/48) Same pyloric defect noted. 


pars media. He was placed on a Sippy regime for three weeks and although his 
symptoms were somewhat mitigated he did not become symptom-free. Another 
x-ray study at this time revealed no change in the size of the ulcer and the 
sedimentation rate was 20 mm. per hour. The possibility of a malignancy was 
strongly entertained and the rather elevated, though normal sedimentation rate 
(which is not usually seen in benign gastric ulcers ) strengthened that suspicion. 
In view of his poor cardiac status however, he was advised to continue on a 
rigid Sippy regime for another brief period of three to four weeks. He failed 
to return within the specified period, reporting two months later. This time 
(December 1948), the sedimentation rate had risen to 36 mm. per hour and the 
x-ray study of the stomach revealed no evidence of ulcer healing. The gastric 
rugal pattern appeared distorted in that region, suspicious of a malignant infil- 


°Personal communication. 
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tration. Laparotomy revealed a malignant gastric ulcer with involvement of the 
regional lymph nodes. 


Case 4:—C.G., 53 year old housewife, was first seen in April, 1947, com- 
plaining of severe epigastric pains of four weeks’ duration, radiating to the left 
hypochondrium and to the interscapular region. The pain would appear betore 
meals and be relieved for brief periods following ingestion of food. During this 
period she experienced several vomiting spells, became anorexic and lost about 
ten pounds. Her past history was noncontributory. She was advised else- 
where that she suffered from gallbladder disease, although subsequent chole- 
cystography failed to substantiate the diagnosis. Physical examination was 
negative. Hemogram was normal. Gastric analysis revealed high normal acid 
values and the sedimentation rate was 35 mm. per hour. X-ray of the stomach 
(Figs. 3a and b) revealed considerable infiltration and spasms in the pars media 
with evidence of a triangular-shaped ulcer crater on the posterior wall. On the 
basis of the x-ray findings and their association with an increased sedimentation 
rate, the lesion was considered to be malignant and immediate surgery was ad- 
vised, Laparotomy revealed a carcinomatous ulcer involving the pars media 
with metastasis to the regional lymph nodes and liver. 


COMMENTS 


The purpose of this communication is twofold; to emphasize the importance 
of the sedimentation rate as a valuable iaboratory aid in the diagnosis of malig- 
nant lesions of the gastrointestinal tract and to make a plea for the more fre- 
quent and earlier use of the test. No attempt is hereby made to claim originality 
for the idea, nor should the impression be gained that this simple test can be 
used as a diagnostic panacea. When employed in the proper cases, in con- 
junction with other physical and laboratory findings and interpreted in the light 
of such data, the aid or “lead” one may obtain from the estimation of the sedi- 
mentation rate may prove of inestimable value. This is well illustrated by the 
above case reports where the cases with benign lesions revealed pe srsistently 
normal sedimentation rates on repeated examinations, in conformity with their 
continued normal physical status and favorable progress, over a pe riod of time, 
as compared with patients with malignant lesions revealing increased sedimen- 
tation rates. From experiences gained with this test in gastrointestinal conditions, 
it is my impression that it is most valuable in the differentiation of the benign 
from the malignant gastric ulcer or a benign gastric lesion such as an antral 
gastritis or a stomach x-ray revealing the bizarre picture of “giant ruga”, from 
gastric malignancies, either carcinoma or lymphoma. 


While no procedure, however involved, should be spared in the effort of 
differentiating the above conditions, this simple test should be accorded its 
proper place in our diagnostic armamentarium. As mentioned above, in no in- 


stance of uncomplicated duodenal ulcer or benign gastric ulcer was the sedi- 
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mentation rate elevated above the normal. When, however, a functional or a 
benign organic lesion of the gastrointestinal tract was complicated by either 
an acute infection, a diffuse ulcerative process (infection), recent hemorrhage, 
certain type of jaundice, rheumatoid arthritis, rheumatic infection or not un- 
commonly senility, the sedimentation rate almost invariably tended to become 
accelerated. The above complicating factors in the majority of cases present 
no difficulty in their recognition, hence do not detract from the value of the 
test. 


At this juncture it would seem proper to state briefly the physiological or 
physiopathological factors which are presumably involved in the phenomenon 


Fig. 2c.—(3/24/49) Nine months later, no evidence of pyloric defect. Normal rugal pattern 
noted. 


of erythrocyte sedimentation and to comment upon the influence of hemorrh- 
age, jaundice and senility on the sedimentation rate. The last two conditions, 
I believe, warrant some emphasis since not infrequently they prove to be im- 
portant factors in the evaluation of the sedimentation rate, a fact not so generally 
known. The sedimentation of erythrocytes generally occurs in three phases; 
first, the aggregation of the corpuscles into clumps, or rouleau, resulting in the 
second phase of rapid sedimentation followed by the third phase during which 
the corpuscles become packed together at the bottom of the tube. The rate of 
sedimentation depends upon the velocity of the rouleau formation and_ the 
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size of the resulting aggregation. Rouleau formation is thought to be a physico- 
chemical phenomenon controlled by the electric charge of the plasma proteins 
and it is known to be influenced by certain constituents of the plasma. Experi- 
mental observations by Whipple’ have shown that an increased concentration 
of fibrinogen or of euglobulin accelerates the sedimentation rate, while absence 
of fibrinogen exerts a retarding influence. It is the concensus, however, that 
although the fibrinogen content of the plasma may be an important factor, 
other factors not clearly understood, also seem to influence the sedimentation 
rate. Recently much attention has been paid to the effect of anemia on the 
sedimentation rate and these considerations have led to the development of 
the “corrected” sedimentation rate. The latter method, however, has not gained 
general acceptance and with the Westergren method, correction for anemia is 
not necessary. In an excellent review of the subject by Davis‘, he states that 
“the advantage of the Westergren method is its slight susceptibility to the ef- 
fects of anemia’. From my own observations I feel, however, that marked anemic 
states do exert an accelerating influence on the sedimendation rate, especially 
the anemia following a massive hemorrhage, such as one encounters as a result 
of a bleeding peptic ulcer. Since a marked reduction in the red blood corpuscles 
will, in a purely physical manner, accelerate rouleau formation, thereby ac- 
celerating the sedimendation rate, one may postulate that a marked anemia 
per se, such as one encounters after a massive hemorrhage, is the determining 
factor. It is possible, other factors not understood may also play an important 
role in influencing the sedimentation rate in severe anemias. 

As to the effect of jaundice on the sedimentation rate, it is interesting to 
note that Rosenthal and Blowstein'? in a study of 69 jaundiced patients found 
an increased sedimentation rate in about 80 per cent of the cases and the type 
of jaundice was mvariably of the obstructive type. Icterus of the catarrhal type 
revealed a normal rate in the majority of their patients. As a result of their 
observations, these authors believe that a normal sedimentation rate in an icteric 
patient is sugesstive of a hepatitis. Stein'' in a recent report on 197 cases of 
jaundice corroborates the findings of the above investigators. He found an in- 
creased sedimentation rate in four out of five cases of icterus in general. In 15.5 
per cent of the cases with hepatitis the sedimentation rate was normal, whereas, 
in only 5.3 per cent of jaundice due to obstructive causes was the rate found 
to be normal. The actual factors influencing the sedimentation rate in either 
type of jaundice are not understood, suffice it te say that various constituents 
of the blood which may be increased in jaundice, such as bile salts, cholesterol 
and lecithin, have been incriminated. As to their actual effect upon the sedimen- 
tation rate, opinions of various investigators have been too conflicting. A common 
observation is an apparently unaccountable rapid sedimentation rate in an aged 
patient, especially in one displaying clinical manifestations of an advanced arteri- 
osclerosis. In this connection, it is interesting to note the observations on a series 
of 474 necropsied cases reported by Kall'®. Atheromatous ulcers of the aorta 
were found in 110 of the above cases and all of these with the exception of six 
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cases revealed an otherwise unaccountable increased sedimentation rate. It is 
the author's contention that an atheromatous ulcer is not infrequently the cause 
of a rapid sedimentation rate in the old arteriosclerotic patient. 


In conclusion, it may be stated that any laboratory diagnostic procedure 
which entails a margin of error of about 10 to 23 per cent in a given group of 
cases or in an individual case under investigation must be considered of sufficient 
diagnostic value to be reckoned with. In all fairness to the test it must be empha- 
sized here, even at the risk of being repetitious, that the above figures are more 
apparent than real since they represent also the various complications mentioned 
above which obviously contributed in no small measure to the increased sedi- 


Fig. 3a Fig. 3b 


Figs. 3a. and b.—Infiltration and spasm of the pars media and a posterior wall ulcer (malignant ). 


mentation rate figures shown in the “functional” and “benign organic” groups. 
Had these cases been eliminated from our calculations, the much lower figures 
of the two latter groups would have stood out in still greater contrast to the high 
sedimentation rate figures in the “malignant” group. On the other hand, one 
must also realize that the last statement is only partially true since patients in 


the “malignant” group also reveal secondary complications which probably 
influence the sedimentation rate to a certain extent in some of the cases. 


SUMMARY 


The result of a study of the erythrocyte sedimentation rate in a series of 
480 gastrointestinal cases is hereby reported. The Westergren method was used 
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throughout this study and the uppermost limit of normal was considered as 22 
mm. per hour. The entire series was divided into three groups: 


1. The “functional” group comprising 68.34 per cent of the total and reveal- 
ing an average sedimentation rate of 11.7 mm. per hour. 

2. The “organic benign” group comprising 25.86 per cent and showing an 
average sedimentation rate of 18.9 mm. per hour. 


3. The “malignant” group proven by operation in the majority of cases, 
comprising 5.8 per cent of the total and revealing an average rate of 43.9 mm. 
per hour. 


Brief summaries of four illustrative cases are presented, showing individual 
normal sedimentation rate figures in benign and high figures in malignant cases. 


A plea for the more frequent use of the sedimentation test in the differential 
diagnoses of gastrointestinal lesions is hereby made. The test being particularly 
valuable in differentiating the benign from the malignant gastric lesion. 


The physiological and physiopathological factors involved in the sedimenta- 
tion of erythrocytes as well as various disease entities which may influence the 
rate of sedimentation are briefly discussed. 
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THE SIGMOID COLON POLYP® 


JOSEPH SHAIKEN, M.D.+ 
Milwaukee, Wisc. 


INTRODUCTION 


The most frequent benign tumor of the colon is the polyp. The close relation- 
ship between the colon polyp and carcinoma is acknowledged by most observers. 
Of all lesions of the colon the polyp is the most readily overlooked and prob- 
ably the easiest to treat. 


CLINICAL FEATURES 


This discussion is limited to the solitary or discrete polyp in the pelvic or 
sigmoid colon. 


The widespread interest in the early recognition of malignancy and _ its 
prompt treatment has focussed attention on lesions which are considered pre- 
cancerous or significantly related'*. The colon polyp falls into this category and 
as a result great interest has developed in diagnosis and prompt treatment of 
this lesion. The diagnosis and treatment of a colon polyp is considered by many 
observers to be the very best form of cancer prevention and cancer treatment. 


Most of the benign tumors of the intestine occur in the large bowel and 
the tumors tend to increase in number from the proximal to the most distal 
portions of the colon. The rectum is the most frequent site’. The pelvic colon is 
next in frequency. 


A variety of polypoid lesions may be seen ranging from small elevations 
on the mucus surface to large pedunculated masses. 


Practically all of the nonmalignant new growths of the colon, especially 
the polyps, may be present for years without producing any symptoms or signs. 
A great many polyps particularly in the rectum are found in routine examination. 


The polyp is predominantly a disease occurring in persons of middle age or 
older although it may be encountered in children and young adults. 


Most of the reports indicate that polyps occur more commonly in males. 


More patients with polyps are led to consult a physician because of blood 
in the stools than because of any other symptoms. In the group of twelve patients 
under discussion bleeding occurred in each patient. As a rule the bleeding is 


°Presented at the Seventh Annual Clinic Day, 2! May 1953, Mount Sinai Hospital, 
Milwaukee, Wisc. 

tAssociate Professor of Clinical Medicine, Marquette University Medical School, Mil- 
waukee, Wisc. Chief, Department of Medicine, Milwaukee County General Hospital, Wau- 
watosa, Wisc. 
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intermittent and small in amount so that not much alarm is caused. Often the 
bleeding is noted after a bowel movement. 


Roughly one out of every six patients discovered to have polyps will describe 
diarrhea as a symptom!'. Although seldom marked, the diarrhea may be charac- 
terized by acute exacerbations. 


Vague abdominal distress is not infrequently a complaint. The discomfort 
varies widely. Usually it is a cramp-like pain, seldom severe, which radiates across 
or is localized to the lower abdomen. The distress may be increased during and 
after bowel evacuation. 

Tenesmus and urgency or defecation with an unsatisfactory feeling of incom- 
plete evacuation is not uncommonly described when the polypoid lesions are 


located in the lower sigmoid and rectum. 


Pedunculated rectal growths from time to time may be extruded through 
the anus and be the initial manifestation of the disease’. 


The symptom picture may persist for vears and may even remain unchanged 
throughout the life of the patient. 


These patients do not appear ill. The abdominal examination usually does 
not reveal the presence of any abnormal condition. 


DIAGNOSIS 


Most of the benign growths of the colon are situated within reach of the 
sigmoidoscope!. Pedunculated masses may be recognized which are actually 
attached to the bowel many centimeters above the point where they are seen. 


Roentgen study complements proctosigmoidoscopy in the diagnosis of be- 
nign growths of the colon, Many tumors which are easily seen through the 
proctoscope will be missed entire ly by x-ray. Lesions of 1 cm. or less in - ameter 
usually will elude detection even with the most careful roe ntgenoscopy'. 


The diagnosis of colonic polyps above the reach of the sigmoidoscope can 
be made only by fluoroscopy and roentgen study, There is probably no portion 
of the digestive tract that has to be examined with more care. The colon must 
he properly prepared for the examination. Castor oil the night before and 
repeated enemas on the morning of the examination are necessary if the colon is 
to be carefully cleansed for the examination. 


The colon is filled with barium sulfate. Some preter to fill only a portion of 
the howel to the splenic flexure and have the patient evacuate immediately. In 
the patients under discussion a complete filling of the entire bowel and evacua- 
tion films were taken betore detailed studies were made to identify a suspicious 


lesion. 
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The filled colon was usually of no help in the diagnosis of polyps. The 
evacuation studies were the ones that suggested the presence of a lesion. Repeat 
studies done immediately or at another time established the diagnosis. In these 
repeat studies only a portion of the colon was filled and spot films were taken 
after evacuation. 


It has been found helpful at times if the evacuation studies were not satis- 
factory to further cleanse the bowel with a small plain water enema or dilute 
barium sulfate solution and after evacuation, films of a localized suspicious por- 
tion of the bowel were taken. 


Fig. la—Evacuation Film. 


It is important that a lesion be definitely recognized and repeatedly shown 
on subsequent studies. Only by repeat studies and re-examination will a diagnosis 
he made with certainty and needless surge ry prevented. 


Polyps may be simulated by various types of artefacts in a poorly prepared 
colon. The presence of gas and non-opaque residue may be avoided by exercising 
great care. 


The following four case histories are included out of a group of 12 which 
indicate the usual history and clinical findings. 
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In all of the 12 patients bleeding was the most important single complaint 
that brought the patient to the physician. The bleeding was seldom severe. It 
occurred intermittently and caused the patient considerable anxiety. Abdominal 
pain was a less frequent complaint and never severe. Diarrhea occurred in some 
of the patients at irregular intervals. Several patients noted mucus in the evacua- 
tions. 


Sigmoidoscopic examination was helpful in ruling out rectal disease. 


The clinical history and significant findings in four out of a group of twelve 
patients follow: 


Fig. 1b—Spot film. 


Case 1:—A white male, age 53, consulted a proctologist because of intermit- 
tent rectal bleeding. The patient had noted the evacuations streaked with blood 
for three to four months. The bowel function was good. The general health was 
good. There was no abdominal pain. The proctologist found no explanation for 
the bleeding in the examination of the rectum up to the rectosigmoid. He noted 
bloody secretion above this region. The patient was studied with repeated barium 
enemas after a thorough bowel cleansing. Repeated studies revealed a polyp in 
the pelvic colon (Fig. 1). This was removed surgically and proved to be a benign 
polyp. There was no further bleeding. 
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Case 2:—This patient, a white male, age 29, had noted bloody evacuations 
for several months. He complained of attacks of diarrhea and crampy abdominal 
distress. There was a family history of gastrointestinal carcinoma in many mem- 
bers of the immediate family. Two sisters, the father and four uncles and an aunt 
all had gastrointestinal cancer. 

The barium enema studies revealed a polyp in the lower descending colon on 
a pedicle (Fig. 2). 

Surgery was done. The surgeon reported as follows: “The polyp was situated 
in the lower end of the descending colon; it was about 2 cm. in diameter and 
had a long pedicle, about two inches in length. It was removed through a small 
transcolonic incision. No further exploration was carried out. The pathologist 
made a report of an adenomatous polyp with changes of grade I adenocarcinoma 


Fig. 2—Evacuation film. 


in its tip. The stalk was not involved”. This patient was followed and no new 
polyps have been discovered up until the present time. 


Case 3:—Patient, a white male, age 48, had noted bright red blood in the 
evacuations for several weeks. 

A proctoscopic examination revealed no abnormal finding up to the recto- 
sigmoid. 

A barium enema study revealed a suspicious filling defect in the sigmoid. 
Evacuation films suggested the presence of a polyp. Repeated studies of this 
region revealed the definite presence of a polyp (Fig. 3). The polyp was removed 
surgically and proved to be benign. 

Case 4:—A white female, age 46, had a hemorrhoidectomy two years previ- 
ously. A hysterectomy was performed one year ago. For the last few months there 
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was occasional streaking of blood on the evacuations. A proctoscopic examination 
revealed bloody secretion coming down from above the rectosigmoid. The rectum 
was normal. 


Repeated barium enema studies after adequate preparation of the colon 
finally revealed two discrete polyps in the pelvic colon (Fig. 4). 


Surgery was done. The surgeon reported as follows: “Two polyps were situ- 
ated about four inches apart in the sigmoid. They both had long stalks. The 
polyps were removed through two independent openings in the sigmoid, their 


3—Spot film. 


bases fulgurated, and the mucosa sutured.” The sections of the polyps revealed 
one benign and one malignant lesion, Follow-up studies to date have revealed 
no recurrence and no new lesions. 


‘TREATMENT 


In the treatment of a colon polyp it is important to realize that there is no 
medical cure for this lesion. The surgical treatment consists of transcolonic inci- 
sion and excision of the polyp. The base is asually fulgurated. Each of the twelve 
patients in this group were treated by transcolonic incision and excision of the 
lesion. A few surgeons fulgurated the base of the polyp. The patient with two 
independent lesions had these removed through two independent small openings 
in the sigmoid, the bases were fulgurated and the mucosa sutured. Although it 


did not occur in this group of patients a sessile polyp er a polyp that is adherent 
to the bowel wall must be treated by a segmental resection of the involved portion 
of the colon. 
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New polyps have been observed in the rectosigmoid following fulguration 
at intervals varying from five months to two years. It is essential, that each 
patient be re-examined at least once a year for a total of not less than five years 
following removal or destruction of polyps'. 


CONCLUSION 


The polyp is the most frequent benign colon tumor which is found above 
the rectosigmoid. 


This discrete or solitary colon sigmoid polyp must be suspected in every 
individual who bleeds rectally intermittently without adequate explanation. 


Fig. 4—Evacuation film. 


Sigmoidoscopic examination will help to rule out rectal disease and occasion- 
ally, by revealing a bloody secretion coming down from above, suggest the pres- 
ence of a colon lesion. 


The fluoroscopy and roentgen study of the colon done with meticulous care 


and studied repeatedly is the most reliable method of diagnosis. 


Surgical treatment consists of transcolonic incision and excision of the polyp. 
The base may be fulgurated. 


Follow-up studies for at least five vears done at least once a vear are impor- 
tant to recognize recurrences. 
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A PROGRAM OF MEDICAL TREATMENT 
FOR CHRONIC ULCERATIVE COLITIS®t 


LESTER M. MORRISON, M.D. 


Los Angeles, Calif. 


The patient with chronic ulcerative colitis presents a challenge to the clini- 
cian because of two points of view generally held at present. One view holds 
that the physician is confronted with a disease for which he does not know 
the cause and he attempts to treat the disease for which there is no assured treat- 
ment! This attitude further concludes that current medical therapy such as by 
ACTH or Cortisone entails grave dangers such as mortality from perforated peptic 
ulcer! *, perforated small or large intestines with peritonitis*, and the well-known 
complications of this hormonal therapy such as suicide or psychopathy*, Cush- 
ing’s syndrome®, ete. Furthermore, ACTH or Cortisone is reported to act only 
temporarily in these cases with frequent relapses of the disease following with- 
drawal of the drug*®. When ileostomy and colectomy are performed following 
medical failure of therapy these procedures are often regarded as serious, per- 
manent mutilations, both physical and mental, which are also fraught with the 
hazards of surgical mortality rate and postoperative complications. Treatment is 
therefore regarded as an insignificant interruption in a disease whose course is 
relentless and undeterred by any therapy yet discovered. 


A more recent point of view, to which the author subscribes, holds that the 
great majority of patients suffering from chronic ulcerative colitis can be satis- 
factorily maintained by “medical” treatment or successfully treated, provided 
that certain basic principle s are borne in mind and a specific program of treat- 
ment be followed. 


Since the great majority of patients with chronic ulcerative colitis are seen 
first by the “family doctor” or practitioner, the reversability of the disease has its 
greatest opportunity in this early phase of the illness. The following program of 
therapy has been employed by the author in recent years and has been found to 
offer the most satisf: actory the ‘rapeutic results, following the diagnosis of chronic 
ulcerative colitis by the standard di: agnostic procedures in the clinical, x-ray and 
laboratory examinations. 


Treatment is based on a three point program: 1) the oral administration of 
azopyrine; 2) the oral administration of Cortisone or the intramuscular use of 
ACTH and 3) psychotherapy. 


°Full Text of Paper Presented before Section on Gastroenterology and Proctology, Ameri- 
can Medical Association Convention, Chicago, Ill., 10 June 1952. 


tFrom the Department of Internal Medicine, College of Medical Evangelists. 
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TREATMENT WITH AZOPYRINE 


Since the introduction by Bargen® of salicylazosulfapyridine in this country 
and its successful use in several hundred cases during the past five years, Mor- 
rison has employed this drug for ambulatory and bedridden patients with chronic 
ulcerative colitis in over 60 patients during the past three years’. The dosage 
was 1.5 g. (3 tablets) every three hours for a two-week course. Following a rest 
of two weeks in most cases, the course was repeated once or twice as indicated by 
the progress of therapy and the disease. 


Many cases did best when the drug was tapered off after the first two weeks 
of treatment if colitis signs and symptoms still persisted, by giving two tablets 
(1.0 g.) after meals and on retiring for one or two weeks, or two tablets (1.0 g.) 
three times daily after meals for two or more weeks if mild pains or diarrhea 
continue. Some cases further tapered off to one tablet (0.5 g.) three or four times 
daily for three to six months if there was a tendency for the colitis to recur follow- 
ing withdrawal of the drug. Success of treatment was gauged by reduction of 
diarrhea, abolition of pus or blood in stools, disappearance of fever and relief 
from abdominal pains. 


Azopyrine was originally reported by Svartz* of Sweden in the treatment of 
124 patients with ulcerative colitis and/or rheumatoid arthritis. Ninety per cent 
of ulcerative colitis patients were found to have responded promptly to the drug 
by disappearance of, or considerable improvement in symptoms. Relapse of the 
disease occurred whenever dosage was inadequate or duration of treatment was 
too short. Many of Svartz’ and Bargen’s cases were described as advanced stages 
of the disease, eight cases in Svartz’ series having died from complications of 
ulcerative colitis. Svartz, Bargen and Morrison noted that the hemorrhagic, ulcer- 
ating lesions in the rectum and lowermost sigmoid colon could be observed, 
during sigmoidoscopic examinations, to heal rapidly following treatment in many 
cases who had previously been treated by colitis diet, vitamins, supplementary 
therapy and antibiotic agents such as chloromycetin, terramycin and various 
other drugs. 


Azopyrine was noted to cause hypersensitivity reactions or undesirable side- 
effects in a number of patients who could not tolerate the drug. These were 
temporary only and passed off as soon as the drug was discontinued, but con- 
sisted of nausea, vomiting, headaches, fever, dermatitis, generalized body aching 
pains or secondary anemia. The drug is deposited in the connective tissue of the 
intestine where aminosalicylic acid and sulfapyridine are gradually liberated; 
it acts locally and then undergoes some absorption into the blood where acetyl- 
sulfapyridine and free sulfapyridine are found. 


In the recent series of 52 patients treated by Morrison’ with azopyrine over 
a three-year period of time it was found that about two-thirds of the patients 
showed significant clinical and sigmoidoscopic improvement where previous 
treatment was unavailing. The remaining one-third of patients could either not 
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tolerate the drug or showed no significant therapeutic response. During admin- 
istration of the drug, the established principles of treatment of ulcerative colitis 
are maintained, such as proper dietary control, rest as indicated by the severity 
of the disease, the use of supplemental vitamins and palliative drugs, maintenance 
of fluid and electrolyte balance, ete. 


ACTH Anp CortisONE 


If patients with chronic ulcerative colitis do not respond to treatment with 
azopyrine they are then given intramuscular injections of ACTH in the form of 
ACTHAR gel 40 mg. to 200 mg. once daily or oral administration of Cortisone 
as two tablets (50 mg.) two to four times daily as indicated by the disease or 
response to treatment. The question of appropriate dosage can best be answered 
by the clinician since it must be individualized for every patient and is deter- 
mined purely by the therapeutic response, the advancement of the disease and 
the extent of adrenal exhaustion. Long term therapy usually gives best results. 
In general it is wisest to begin with and wherever possible to adhere to smaller 
dosage such as 40 mg. ACTH or 100 mg. (4 tablets) of oral Cortisone daily, 
increasing the doses to maxima of 200 mg. if warranted by the clinical progress 
and response to the hormones. 


Because of the dangers of therapeutic complications, treatment should be 
begun in a hospital where continuous medical supervision and observation is 
available, and where any untoward reactions, such as perforations of the gastro- 
intestinal tract or psychosis, etc., may be promptly met. If the therapeutic re- 
sponse is good after two or more weeks, patients are often discharged from the 
hospital and maintained by either oral Cortisone or once daily ACTHAR gel 
injections until completely satisfactory clinical improvement is obtained. If and 
when relapses do occur, steroid hormonal therapy is re-instituted. Should these 
two forms of medical therapy fail to control the disease after adequate medical 
supervision, surgical consultation is sought and ileostomy with subsequent colec- 
tomy is considered. 


The majority of chronic ulcerative colitis patients treated with ACTH or 
cortisone experience a rather prompt remission from the disease with a disap- 
pearance of the acute inflammatory reaction in the colon, a feeling of well-being 
associated with improvement in nutritional status, reauction of diarrhea and 
bloody stools and increase in appetite. Easily, however, half or more of these 
patients suffer subsequent relapse within one to one and a half years when the 
hormone is withdrawn. Following relapse the majority of patients again usually 
respond very well to ACTH or cortisone therapy inducing a prompt alleviation 
or remission of the disease. 


The complications so frequently noted during the course of steroid hormone 
therapy must be constantly borne in mind'®, in addition to the dangers described 
above. Among these complications are the Cushing’s syndrome®, edema and 
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sodium retention, psychotic manifestations’, hemorrhages and perforations of 
the stomach (from the old peptic ulcers )!*; coronary thrombosis*, perforations 
of the intestine*. It is evident that this therapy requires close medical supervision 
and observation. 


The nature of the remission during ACTH and cortisone therapy is not under- 
stood at present, although remissions are often dramatic and usually justify the 
tisks of this type of treatment in the severe or advanced stages of the disease. 


PSYCHOTHERAPY 


Twenty years of personal observation of numerous private and clinic chronic 
ulcerative colitis patients undergoing psychotherapy have convinced the author 
of the value and importance of the use of “psychological medicine” in this dis- 
ease. During this time the author has had the opportunity to observe the results 
of psychotherapy administered by 1) the gastroenterologist or internist, 2) the 
psychoanalyst, 3) the non-psychoanalytically oriented psychiatrist, and 4) the 
clinical psychologist. 


I have been impressed by the following facts in the treatment of chronic 
ulcerative colitis. 1) The best results in treatment are obtained when psycho- 
therapy is an integral part of the management of the case. 2) Most cases can 
respond well to a “psycho-dynamically orientated” non-psychiatric clinician’. 
3) The gastroenterologist or internist should not attempt more than a “surface” 
or “superficial” form of psychotherapy, and must be aware of the dangers in- 
volved and the means of avoiding them. 4) Certain patients with severe psycho- 
neurosis or potential psychosis are best treated by an experienced psychiatrist or 
psychoanalyst skilled in psychosomatic medicine. 5) “Deep psychotherapy”, par- 
ticularly in the severe or very active stage of the disease may induce a psychosis, 
aggravation of the disease or suicide’. 


Most patients suffering from chronic ulcerative colitis tend to show a per- 
sonality constellation which is frequently encountered and is important to appre- 
ciate for competent treatment and psychotherapy. Psychiatric opinion appears 
unanimous in evaluating these patients as emotionally immature and often un- 
able to “throw off the yoke of attachment” to a parent or someone acting as an 
emotional substitute for a parent''. Emotional conflicts frequently arise due to 
resentment or hostility to these parent or parent substitute figures. An exacerba- 
tion of chronic ulcerative colitis is often precipitated by an environmental situa- 
tion that threatens the patient's security which is built on emotionally insecure 
ties. 

As Groen and Bastiaans have shown’, chronic ulcerative colitis patients need 
supportive psychotherapy where care, support and protection are urgently re- 
quired as in early childhood. The physician secures best results in showing every 
possible kindness and sheltering them from unpleasant treatment or attempts at 
first to give insight into their personality deficiencies. The patient is encouraged 
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to discuss his life and ventilate hostilities, aggressive feelings and social and 
marital difficulties in a series of interviews where the physician is in the role of 
the sympathetic and kindly parent ministering to the patient’s needs. These needs 
apparently arise from the added insecurity and over-sensitivity aggravated by 
the debilitating effects of chronic abdominal pains, diarrhea, bloody, purulent 
stools, etc., which serve even further to cause a regression into immature patterns 
of feelings and behavior. The psychotherapeutic handling of these patients can 
be done in most cases where the physician is interested in learning and applying 


the method of psychotherapy. 


It becomes apparent at once that the purpose of such psychotherapy is to 
develop in the patient a relationship of trust and dependence upon the physician 
as would occur with the parent. This begins a process of re-education aimed at 
leading the patient back to good health, even though a normally integrated per- 
sonality is not attempted while signs or symptoms are, or recently have been, 
present. 


It is also apparent that the administration of medicine in itself is an impor- 
tant psychotherapeutic agent and is part of the program of psychotherapy as 
Seward and Morrison” have recently pointed out. 


SUMMARY 


1. A program of treatment for chronic ulcerative colitis is described which 
has been effective in the management of the majority of patients with this dis- 
ease. 


2. This program is based on the use of 1) azopyrine, 2) ACTH or cortisone 
and 3) psychotherapy. 


3. Azopyrine has the advantage of use as oral medication without serious 
toxic reactions or dangerous complications. It has been effective in controlling 
the disease in approximately two-thirds of patients who had previously failed to 
respond to standard colitis therapy currently in use. 


4, Patients who fail to respond to azopyrine are often responsive to ACTH 
or cortisone therapy. The advantages of this treatment are the frequently encoun- 
tered prompt remission of the disease. Relapses, however, frequently occur after 
the discontinuance of treatment. Dangerous complications have been observed 
during treatment, such as perforations of peptic ulcer, perforations of the small 
or large intestine with peritonitis, psychosis, suicides, Cushing’s syndrome, etc. 
Great caution and close observation of the patient is necessary at all times during 
this treatment. 


5. Carefully directed and properly selected psychotherapy is a valuable and 
integral part of the treatment for these cases. The benefits and limitations of this 
method are described for the average physician who most frequently first exam- 
ines and treats such patients. 
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X-RAY DIAGNOSIS IN DISORDERS OF 
THE BILIARY TRACT® 


A, J. TILLINGHAST, M.D. 
New York, N. Y. 


Oral cholecystography is a relatively simple and remarkably accurate test 
in the diagnosis of gallbladder disease. 


Cholecystography was introduced as recently as 1924 by Graham and Cole. 


The first tests were made with sodium tetraiodophenolphthalein given intra- 
venously. Oral administration today with either Priodax or Telepaque is simpler 
and more generally applicable. 


There are few contraindications to the use of oral Priodax or Telepaque. 
They cannot be given in cases with renal insufficiency, acute nephritis or uremia. 
In the presence of jaundice the test will usually fail, and it will fail in cases 
with an obstructing lesion of the stomach or first portion of the duodenum, since 
the gallbladder dye is absorbed wholly in the small bowel. 


The accuracy of the so-called Graham test is remarkably high as previously 
indicated. It is safe to say that if the examination is carefully performed with 
good x-ray technic and a careful check of all related factors, there is better than 
95 per cent accuracy 


A preliminary plain film of the right upper quadrant will, of course, show 
opaque stones which comprise about 20 per cent of all stones. The demonstration 
of non-opaque cholesterol stones in a gallbladder which functions should be 100 
per cent accurate in a properly executed test. This may require multiple exposures 
in various positions, including films taken with the patient erect. 


The nonfunctioning galibladder is also an accurate diagnosis. Nonvisualiza- 
tion after one prescribed dose of dye is not conclusive, but if the dose is repeated 
the following evening and there is still no visualization, this indicates a patholog- 
ical gallbladder. This finding is substantiated in more than 95 per cent of cases 
if all phases of the test are properly executed. 


The greatest margin of error, oddly, is in the presence of a normal shadow. 
Ten to fifteen per cent of these cases may be found to be abnormal at operation. 


Cases of chronic cholecystitis may cast a normal shadow after oral dye but 
most of these cases will show delayed or incomplete emptying after a fatty meal. 
The normal gallbladder should show beginning emptying 5 minutes after a fatty 
meal and 50 per cent or more emptying by 30 minutes. Any significant disparity 
from this pattern after an adequate fatty meal indicates biliary tract disorder. 


*Presented before the Course in Postgraduate Gastroenterology of the National Gastro- 
enterological Association, New York, N. Y., 23, 24, 25 October 1952. 
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Biliary dyskinesia is a painful derangement of biliary flow, evidently due to 
spasm or hypertonicity of the sphincter of Oddi. In the past, gallbladder empty- 
ing after a fatty meal has not been regarded with quite enough importance. Both 
the time and degree of emptying after stimulation by a fatty meal and the effect 
of antispasmodics on the sphincter of Oddi in relation to gallbladder emptying 
should give more understanding of biliary tract disorders. This aspect of the 
x-ray study of gallbladder disease needs greater emphasis. 


The gallbladder is often visualized three or four days following the Graham 
test, although with reduced concentration of dye. This is not an indication of 
biliary stasis but is evidently due to reabsorption of the dye in the small bowel 
after gallbladder emptying. The cholangiogram is also an important method of 
x-ray study of the common duct in surgical cases. The operative cholangiogram 
taken in the operating room during the surgical procedure requires equipment 
not available in the average hospital and should not be attempted with the ordi- 
nary mobile x-ray units since unsatisfactory films are subject to a high percentage 
of error. 


The postoperative cholangiogram, however, can be readily performed in the 
x-ray department under ideal circumstances with a very high degre e of accuracy. 
Diodrast is the medium of choice for this examination. Ten to 20 c.c. of 40 per 
cent Diodrast is injected through a “T” tube into the common duct under fluoro- 
scopic control. 


Spot films and conventional Bucky films are then taken with the patient 
positioned for optimum visualization of the duct. Occasionally the examination 
can be supplemented with Lipiodol instillation, but the dense Lipiodol shadow 
may obscure some common duct stones. 


The all important factors in x-ray diagnosis of biliary tract disorders are care 
and quality. If care is taken in the execution of the tests and if the quality of the 
final films is high, the accuracy of diagnosis should be very close to 100 per cent. 


Following these remarks, Dr. Tillinghast presented films of illustrative cases. 


Discussion 


Dr. I. Snapper:—The x-rays which Dr. Tillinghast showed of sections of the 
gallbladder are extremely important. Formerly, when we used tetraidophenolph- 
thalein by injection or by mouth, we got much less intense shadows than we now 
get with the modern Priodax and Telepaque. This may explain why sometimes 
patients are observed where the ingestion cf tetraidophenolphthalein revealed the 
presence of gallstones whereas after ingestion of Priodax, the gallbladder shadow 
is so intense that no stones can be discovered anymore. 

The section method as demonstrated by Dr. Tillinghast is excellent because 
even in a very intense gallbladder shadow, the gallstones will be visualized on 
one of the sections. 


THE REVIEW OF GASTROENTEROLOGY 


As Dr. Tillinghast said, everybody wishes to try to prevent the development 
of the postoperative cholecystectomy syndrome. It is the experience of many men 
that this is especially frequent when noncalculous gallbladders which can be 
visualized by Priodax injection, are removed. Thus, I am sure we all are interested 
to know how the outcome was in Dr. Tillinghast’s patient who had a gallbladder 
which was well visualized, but did not empty after meals. 


Dr. A. J. Tillinghast:—1 am glad that question was asked because I didn't 
make it very clear in my presentation. The whole presentation was disorganized 
by the disruption of my method of presenting the films. 


So far as the direct answer to that question is concerned I don’t know about 
the follow-up on this case, because it was as recent as three or four weeks ago, and 
I do not have any personal knowledge of other cases followed. I hope I made it 
clear though, in my presentation, that this case which showed poor emptying, in 
fact, practically no emptying, after a fatty meal, is rather commonly seen in gall- 
bladder examinations in many patients who have all sorts of vague complaints 
and symptoms. I don’t believe it is proper for the radiologist to say that be- 
cause it is a poorly emptying gallbladder, the patient has chronic cholecystitis, 
because there may be other causes of a poorly emptying gallbladder. The follow- 
up of such cases after cholecystectomy, and the determination of the cause of 
these, will be a very, very interesting study. 


I did in part answer this question. The question is (reading): “Explain how 
it was known that the gallbladder which didn’t empty after two fatty meals, was 
chronic cholecystitis”. 


i know it was because the patient was operated upon and the gallbladder 
removed, and that was the pathology report. I did not know, and no one has a 
right to assume that because a gallbladder does not empty after repeated stimu- 
lation by fatty meals—I did not know that that was chronic cholecystitis. Poor 
gallbladder emptying may be due to the condition at the sphincter of Oddi, and 
it is not proper to assume that because the gallbladder does not empty, it is 
chronic cholecystitis. 
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SURGERY IN PROCTOLOGIC CASES°® 


RAYMOND J. CONNORS, M.D. 
Fall River, Mass. 


There are many principles in proctologic surgery that differ fundamentally 
from those of general surgery. Such differences are inevitable because of the 
structures involved, their location, their function, and principally because of the 
fact that these structures must be made to heal while in use. 


The last fact emphasizes the supreme importance of postoperative care in 
proctologic surgery. Such care may at times be a tedious task. Nevertheless, the 
proctologist of experience will be loath to leave it in any other hands, save per- 
haps, those trained by himself. He should weigh well the advisability of doing 
colon or rectal surgery on a patient who must return to a distant city after a 
short period of postoperative observation. Our classical failures to lower the per- 
centages of recurrences can be traced to inadequate or inferior postoperative 
care in many instances. That group of patients for example who have had an 
hemorrhoidectomy and who lament so loudly and so justly in the unending refrain 
“I had them cut out and they came back again”’—such a group usually falls into 
this category. 


So it is that the varied technics in various hands show a fluctuation of suc- 
cessful results. This, not so much because of the fact that the technic itself has 
been difficult to master, but that the comprehensive idea of diagnosis, operative 
technic and proper postoperative handling has not been encompassed as a unit. 


So—for procedures—mechanical as they all must be, I give you the excellent 
textbooks which we have in abundance. For diagnosis, I can only refer you to 
your own experiences and the experiences of others to which you may have 
access. Diagnosis is almost a distinctive, inner sense of what is wrong, based on 
the breadth and variety of personal experience. The value of diagnosis depends 
in direct ratio on the courage shown in the application of this inner sense to the 
individual case. Such courageous application, assumes the ability as well as the 
willingness to accept the carping criticism that accompanies an honest mistake. 
It is an unfortunate truism of medical practice that the blame must be accepted 
without adverting to the injustice of its magnitude while any praise for honest 
and brilliant accomplishment must be toned down to a whispered “Well done!” 


With the diagnosis and technic excluded from the picture because of lack 
of time, let us return to a brief consideration of postoperative care. A famous 
professor, of happy memory, has said that he never wrote a textbook for two 
reasons: 


*Presented before the Course in Postgraduate Gastroenterology of the National Gastro- 
enterological Association, New York, N. Y., 23, 24, 25 October 1952. 
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1. Because medical authors always base their books on the concept of what 
they think every other doctor should do, and 


2. Because they seldom include what they themselves do for fear of criticism 
or mayhap ostracism. 


In order to avoid such a position I will try to bring out what to me are the 
most basic principles covering this subject of proctologic surgery. Whatever 
specific methods are mentioned will be those that are of personal experience. 
Because an assigned subject must be shaped to conform to a rigid time limit, 
no consideration will be given to specific surgical procedures on the colon. At 
this point it is impossible to go further without stressing the fact that surgery 
in proctologic cases represents only a portion of the field of proctology. Despite 
all attempts to divert interest and attention away from it, the fact remains, that 
the medical side of proctology is of the greater importance and no one deserves 
the name proctologist who is not adept in both fields. 


Disagreement with what follows is expected. The only reason for exposing 
this concept to criticism is its pragmatic value, in short, “It works!” These basic 
principles on which to realize successful proctologic surgery are submitted as 
follows: 


1. The perianal area is an infected area. Its resistance to the invading organ- 
isms is fortunately, in most instances, very high. 


2. Any unnecessary ligature or suture increases the possibility of infection 
and invites recurrence of the original condition. 


3. The affected structures cannot be put to rest but must be made to heal 
while in use. 


4, Pain must be kept at a minimum so that the fear of being hurt will not 
upset the physiological functions of the individual. 


5. In the process of healing no bridging of tissue or the formation of dead 
spaces or pockets, no matter how small, can be allowed. 


6. All proctologic diseases although situated in the terminal bowel are gen- 
eral systemic diseases. They aifect the whole organism. Our paucity of words, to 
express our limited pzocesses of thought, has led us down many wrong paths in 
proctology. 


7. It is the proper and ultimate object of proctologic surgery not only to 
remove pathology but to re-establish, as close to the norm as possible, the anatomy 
and physiology of the parts. That this object necessitates plastic surgery in prac- 
tically all cases is a matter of fact. 


8. The re-establishment of normality in proctologic surgery entails the duty 
of seeing to it that the normality acquired is permanent. 
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9. Arrangements must be made so that the patient can be followed for an 
adequate length of time with no economic worries or apprehension as to the 
number of visits entailed. 


10. Relationship must be established between the proctologist and his patient 
in such manner that the latter has free access to the former in order that all 
untoward happenings may be reported at the time of their occurrence. In short, 
if you do not like to give easily available after-care, cheerfully dispensed after- 
care, sufficiently prolonged after-care and minutely effective after-care—don't do 
proctology! 


Specifically, without being exhaustive, the following have proved of value 
as postoperative aids in the light of the above mentioned principles. 


1. Duracillin Fortified is given I.M., one c.c. B.1.D. for three days. Hemo- 
static gauze dressings are lett in place for 12 to 20 hours. 


2. A pyramid pack for pressure and hemostasis over Hemopack dressing 
left in place for 16 to 20 hours. 


3. Glycerite of Peroxide applied freely and directly to the wound stimulates 
healing and deodorizes. This, coupled with comfortably warm hip baths twice a 
day and after each stool insures clean, healthy wounds. 


4. Demerol of appropriate dosage for the individual patient is ordered to 
control pain. If there is no severe pain, empirin compound, without codeine, is 
used. These will supplement any prolonged local anesthetic which may have been 
used at the time of operation. Oil soluble anesthetics such as Nupercaine, Anu- 
caine, Benacol, Novestoil, Intracaine, etc., water soluble anesthetics such as Dio- 
thane; and depository types such as Effocaine have all been used with varying 
results. It would seem that the pain threshold of the individual, coupled with 
their own specific reaction to the drug used; as well as the technic of the operator 
in infiltration determines the degree of effectiveness of any particular drug used. 
Right here is a good time to chide ourselves with the reflection that oftentimes 
our tools are blamed for what is in reality a personal fault in our technic. We 
should always remember the old adage—“It is a poor workman that blames his 
own tools.” 


5. At each dressirg the base of every wounc must be adequately visualized 
and inspected to identify a solid, healthy, healing layer of granulation tissue. 


6. Supportive measures of a general nature such as tonics, hematinics, vita- 
mins, diets of balance, proper exercise, etc., must be coordinated into the treat- 
ment, in order to bring about once more, a physical, emotional and mental bal- 
ance of the personality, affected by the proctologic disease. 


7. As the healing progresses, minor deviations from the norm, can be easily 
corrected, Smooth healing is secured if possible so that the final result may be 
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anatomically and functionally perfect. This may entail such things as the trimming 
of a tag. It may mean that some redundant mucosa, left in place to avoid a 
stricture, must be injected. In fistulae a seton drain may need to be removed. And 
again it may only be that the epithelial covering of the wound needs to be de- 
stroyed until one of a satisfactory nature is laid down. 


8. Normal, soft, daily stools should be established. Bulk producers such as 
Siblin, L.A. Formula, Konzyl, Hydrolose, Choducel, Obocell, Cologel, Hydrocel, 
and Carmethose combined with an antispasmodic such as Donnatal, Bentyl, or 
Trasentin in proper and effective dosages usually leads to satisfactory bowel 
habits. The ideal state is the eventual deletion of these modalities. During this 
part of his postoperative care the patient must be convinced that, advertising 
companies notwithstanding, Americans will not be ostracized because they are 
such a bad smelling lot nor will they disappear from the earth due to the dire 
effects of their national disease, constipation. 


9. To properly follow a patient postoperatively, requires a delicate balance 
to avoid economic embarrassment to the patient. The physician must feel free 
to see the patient as frequently as he knows it is necessary. On the other hand, 
the patient should feel that he has direct access to the doctor to allay any doubts 
or misunderstandings that may arise. Such an arrangement can only be arrived 
at as a distinct understanding in each individual case. In my own mind, I feel 


fairly well satisfied if all is still well with the ordinary case a year from the date 
of operation. Pilonidal disease and complicated fistulae I am apt to place in the 
same category as cancer. That means that a rather secure sense of accomplishment 
is allowable if I can be certain that nothing untoward has occurred for a period 
of five years from the date of operation. 


10. If these last ten paragraphs are compared with the ten principles they 
will be found to run parallel to each other. Thus we return to what is in my 
opinion the inescapable conclusion that successful proctologic surgery depends 
on meticulous after-care based on fundamental proctologic principles. 


In conclusion, allow me to say that any product mentioned by name is not 
to be considered endorsed. It merely fulfills the promise to be specific. This done, 
I can only hope that this presentation will precipitate discussion, disagreement 
and that amiable type of warfare such as proctologists seem to enjoy more happily 
than most other groups. If it does this, then it fulfills the motto of the New Eng- 
land Proctologic Society—E Tenebris In Lucem, which translated means: Out of 
the darkness into the light. 


DIscussION 


Dr. I. Snapper:—Proctologists are fortunate individuals; whereas urine is 
poison for a wound, stool is balm. This must be the reason why the proctologists 
can operate in the unsterile locations, which form their special domain. 
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I would like to know whether Dr. Connors agrees that: 


1. Toilet paper is harmful to patients with proctologic disease, 


2. That modern antibiotics have taken away the balmy character of the stool 
and by favoring the growth of fungi have increased the number of proctologic 
ailments. 


Dr. R. J. Connors:—If anyone has any stock in the companies that manufac- 
ture toilet paper, it is quite all right. I don’t believe it has a thing to do with it. 
You have a population in this country that went from corn cobs and Sears Roe- 
buck catalogues, to the time when they had to have such delicate tissue that they 
bought more tissue for the purpose in question than facial tissue. This means we 
are just getting soft, perhaps? 


The fact that 82 to 83 per cent of the population have rectal diseases and 
always have had, according to insurance statistics, probably means it is based in 
our childhood habits when we had a football game or game of baseball, or were 
jumping rope. These were much more important than going in and taking care 
of nature’s call. So, bacteria of the bowel pierced the mucous membrane which 
had become permeable due to prolonged retention of stool. A gradual process 
of loosening up occurred, and most of the difficulty probably started from there. 


As to antibiotics, I have seen cases where I felt certain that a wild type of 
pruritus was caused by the use of antibiotics and the consequent overgrowth of 
the fungi present. Has it been strictly proven, though? 


The argument goes thus: This man was given antibiotics two weeks ago 
and a wild pruritus resulted. He had a terrible state which must be due to the 
fungi overgrowing everything. That sounds very good but I would hate to prove 
it in court. 
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GASTRIC AND DUODENAL ULCERS IN 


MAN WITH A KNOWN ETIOLOGY: 


M. Levrat, R. Brette and M. Richard. Arch. mal. app. dig. 42:No. 4 (Mar.), 1953. 


The etiologies invoked at the origin of 
the peptic ulcer are very numerous, The 
authors after having discussed many of these 
believe that gastric trauma, allergic gastritis, 
chemical or drug-poisoning, professional fac- 
tors and psychosomatic factors can be con- 
sidered only as favoring factors of the ulcer- 
ous attack, but not as causing factors of the 
peptic ulcer. 

They claim as the only causing factors of 
a peptic ulcer heredity, lesions of the cen- 
tral nervous system, ACTH or cortisone 
therapies, and extensive burns of the skin. 

If the demonstrative cases of peptic ulcers 
caused by lesion of the central nervous sys- 
tem are very few, they are unquestionable; 
the nervous lesions either are localized near 
the neurovegetatives centers of the brain- 
ground, or cause of dysfunction of these; 
more usually they are brain tumors. During 
the course of these tumors, acute ulcers are 
noticed, often complicated by hemorrhages 
perforations. These ulcers frequently 
appear in children and seem to be of the 
nature as the usual ulcers of stomach and 
duodenum, but their course is more acute. 

It is the same for ulcers appearing during 
ACTH and cortisone treatments. The cases 
are still very few, but unquestionable, and 
also these ulcers are usually acute, and fre- 
quently complicated by hemorrhages and 
perforations, 

Consequently it seems that a dysfunction 
of the neurovegetative centers or the endo- 


crine glands can determine a gastric or duod- 
enal ulcer in man. 

The ulcers of seriously burned patients 
are also very rare, but unquestionable. They 
are often complicated by hemorrhages and 
perforations, but it is difficult to make more 
than suppositions about the cause of their 
origin. 

The authors supply many documents about 
the role of heredity in the peptic ulcer. In 
their own statistics on 551 cases of ulcers 
they find from 21 to 44 per cent of family 
ulcers. Out of 26 cases of ulcerous mono- 
zygotic in twins reported in medical publica- 
tions, there are 21 cases of ulcers developed 
in both the twins at the same place. In con- 
sequence the authors consider the important 
role of heredity as the origin of the peptic 
ulcer as absolutely proved, but the exact 
genetic mechanism of this heredity is still 
unknown. 

The peptic ulcer is not usually a local 
trouble of the stomach, as it was formerly 
thought. The local influences act only as 
favoring factors of ulcerous attacks. The de- 
cisive factor of the peptic ulcer is very rare- 
ly a gross lesion of the diencephalic centers. 
More often it is a dysfunction of these 
nervous centers or regulating endocrine 
centers. All these considerations can but 
remain conjectures as long as our knowledge 
on the exact physiopathology of the peptic 
ulcer is still unspecific. 


MUSCULAR HYPERTROPHY OF THE PYLORUS IN ADULTS: Guy Albot and 
Francois Magnier. Arch. mal. app. dig. 42:No. 3, (Mar.), 1953. 


In this report, presented at the Con- 
gress of French  gastroenterologists, and 
based on the study of 21 cases, the authors 


give first of all a morphological study of 
muscular hypertrophy of the pan they 
stress the existence of localized internodular 


: 758 


ABSTRACTS 759 


furrows, not between the antrum and the 
pylorus, but right in the prepyloric mus- 
culature; with these furrows occur corres- 
ponding radiological spurs which are not 
always antropyloric like those described by 
Andersen, but which may be prepyloric and 
situated on the greater or lesser curvature. 
They then render diagnosis difficult by pre- 
senting certain lacunary or corrugated as- 
pects characteristic of incipient epithelioma. 

In addition to the elongation of the pyloric 
canal, there exists a concavity at the extrem- 
ity of the antrum which together with that 
at the base of the bulb, described by Kirklin, 
produces either a pylorus shaped like a pair 
of brackets or like a double pair of brackets 
or like brackets placed back to back. 

The atypical or troublesome forms are the 
subject of detailed study: forms extending 
abnormally towards the prepyloric antrum, 
multinodular forms producing microlacunae 


and which may simulate an epithelioma, lo- 
calized varieties very difficult to diagnose 
in the case of incipient cancer and of which 
these authors contribute the second known 
study. 

The clinical and etiopathogenic study con- 
siders various well-known etiological prob- 
lems and discusses the relation between 
muscular hypertrophy of the pylorus, ulcer, 
cancer and gastritis; the existence or other- 
wise of retarded congenital muscular hyper- 
trophy is discussed. 

The importance of gastroscopy, which was 
performed in all cases, and of gastrobiopsy, 
which enables the existence of gastritis to be 
shown even before gastroscopy can detect 
it, is borne out by personal observation. 
Similarly the indications for treatment by 
antibiotics and for various surgical opera- 
tions are confirmed. 


PHOTOFLUOROGRAPHY FOR THE DETECTION OF UNSUSPECTED GASTRIC 
NEOPLASMS: Russell Wigh, and Paul C. Swenson. Am. J. Roentgenol. 69:242 


(Feb.), 1953. 


The authors report of a survey of 5,341 
cases, of which over 3,000 came from the 
Cancer Detection Clinics and 1,000 were 
self-referred. In this group three cases with 
proven carcinomas were found; a fourth 
case was indefinite. In addition seven cases 
of benign adenomas were found and oper- 
ated upon. One case of advanced gastric 
carcinoma would have been found at any 
examination, the patient was inoperable. 
The authors calculate the cost of a single 
Schmidt-Helm photofluorographic examina- 
tion at $1.46. The total cost of uncovering 
each silent tumor was $1,068.00. The cost 
to find each intraabdominal malignant neo- 


plasm was nearly $3,000.00 and the cost 
for each gastric malignant neoplasm was 
nearly $4,000.00. 

The authors conclude that the need for 
a method for use in the early detection of 
gastric neoplasm is not debatable. Previous 
roentgenoscopic detection methods, and 
other evidence, have indicated that the sur- 
vival rate for persons who have concealed 
gastric cancer far exceeds that for sympto- 
matic patients. The authors consider this 
experiment safe, accurate, suitable for large 
population groups and inexpensive, in spite 
of the above mentioned results. 

FRANZ J]. Lust 


STOMACH 
ACUTE PERFORATED GASTRODUODENAL ULCER: I. N. Ingram and J. R. Ervin. 


Am. J. Surg. 84:30-41, (July), 1953. 


During the 21 years from 1927 to 1947, 
there were 4,109 admissions for ulcers of the 
stomach and duodenum at the South Pacific 
General Hospital, an incidence of 3.53 per 
cent of all admissions. Acute perforation oc- 
curred in 132 or 3.21 per cent of the ulcer 
admissions. Another twenty-eight perfora- 
tions were seen from December 31, 1947 to 
July 1, 1951. Of the total, 149 (94.4 per 
cent) were treated surgically, consisting for 
the most part of simple closure, which is the 
procedure of choice up to twenty-four hours. 


The remainder were treated by conservative 
measures. An impression in most cases was 
the inadequacy of the peritoneum in sealing 
off the perforation, particularly the gastric. 

Gastric ulcers were seen in an older age 
group and were associated with a higher 
mortality rate (10 of 42 or 23.8 per cent) 
than the duodenal perforations (10 of 109 
or 9.2 per cent). There was a mortality rate 
of 13.24 per cent for the total number of 
patients treated. 

Antibiotics helped to lower the mortality 
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rate in recent years. Since the routine use 
of adequate amounts of penicillin was 
started in May 1946, there were only two 
operative deaths in 38 perforations, a 5.26 
per cent mortality rate. One of these was a 
72 year old patient operated on one week 
after perforation and found to have massive 
intraabdominal abscesses. 

The last 23 duodenal perforations were 


treated surgically with no deaths. 

Patients who have had perforated peptic 
ulcer are followed closely, and gastric re- 
section is considered if symptoms recur. 
Fifteen patients in the series did require sub- 
total gastrectomy for continuation of symp- 
toms, namely pain or obstruction. There was 
one mortality in this group. 

ARNOLD L. BERGER 


THE INTERNALIZED MOTHER AS 


HARMFUL FOOD IN PEPTIC ULCER 


PATIENTS: Angel Garma. Internat. J. Psychoanal. 34:102-110, 1953. 


Dr. Garma of Buenos Aires asserts that 
for a long time before overt symptoms are 
wb, | patients with peptic ulcer pre- 
sent an urge toward activity and ambition. 
They appear to be “go-getters” and to be 
self-sufficient. Study reveals, this picture is 
a mask, behind which are found contrary 
tendencies with actual passive, submissive 
and dependent tendencies. They appear to 
seek and obtain genital satisfaction and 
suffer extreme frustration through their love 
objects. They suffer from libidinal depriva- 
tion due to frigidity, illnesses which make 
pregnancy hazardous, infidelity, or criticism 
of their coital technic on the part of their 

artners, and actual conflict is engendered 
» dependence upon unsatisfactory marital 
life. This is frequently accompanied by pro- 
fessional or business activity which demands 
much of their energy. 

Garma and associates have formulated a 
theory which they caption “Theory of a Di- 
gestive Aggressive Internalized Mother”. 
The ground work for activation of forces 
necessary to produce pathology rests in a 
character pattern which has undergone an 
oral-digestive (his name for the oral-recep- 
tive psychosexual state) regression. 

Such a patient’s unconscious harbors an 
image of an internalized (cannibalized) 
mother. The digestive tract is the locus minor 
resistinae because psychic conflicts have 
given rise to a partial regression from geni- 
tal to oral-digestive reactions. 

The infant whose hunger is not imme- 
diately allayed by the mother feels that not 
only is food being withheld from it but that 
the mother, or the breast, is doing the re- 
verse, that is sucking the child dry from 
within. From this develops the fantasy of 


the internalized mother biting or perforating 
the infant’s digestive canal. Other similar 
fantasies present the revengeful mother 
starving the baby or giving it only noxious 
foods which the infant equates with excre- 
ment. 

When such an individual having oral di- 

estive fixations, accompanied by such con- 

Hlicts with the mother image, suffers ag- 
gression from the environment a reactiva- 
tion of the cruel internalized mother fan- 
tasies ensues. This is accompanied by the 
same talion digestive fantasies previously 
experienced. These cruel fantasies give rise 
to dysfunction of the stomach and duodenum 
through the intermediation of the central 
and vegetative nervous systems. This takes 
the form of hypersecretion, muscular and 
vascular spasms, with local diminution of 
gastroduodenal mucus. 

This reaction of the regressive effects al- 
lows the unconscious to equate the inter- 
nalized mother with harmful, filthy, or in- 
digestible food. All of these factors are con- 
ducive to formation of lesions in the upper 
digestive tract, which may lead to ulceration. 

The fantasy of the dangerous internalized 
mother with displacement onto noxious food 
is found in a variety of other digestive dis- 
turbances. It seems that the aggressive ac- 
tivity ascribed to the mother-image is 
greater in those cases which eventuate in 
peptic ulcer formation. 

The author concludes that the attacks of 
the internalized mother, as represented by 
harmful food, seems to be an important 
factor in the origin of peptic ulcers and in 
recurrences of the ulcer syndrome. 

REGINALD B. WEILER 


THE PRESENT STATUS OF THE TREATMENT OF GASTRIC MALIGNANCY: 
Samuel F. Marshall. Postgrad. Med. 13:529-534, (June), 1953. 


Successful treatment of gastric malignancy 
depends upon early recognition and meth- 


ods of surgical treatment available. Screen- 
ing methods based on x-ray examinations of 
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large groups of individuals are useless and 
tied Patients past the age of 45; 
patients with a history of pernicious ane- 
mia; patients with a history of cancer in 
the family; patients with achlorhydria should 
all be checked for cancer of the stomach. 
The only treatment for cancer of the  sto- 
mach is resection and all patients should 
be given the opportunity of a radical opera- 


tion unless nonremovable extragastric spread 
can be demonstrated. Operative mortality 
with total gastrectomy is approximately that 
of partial gastrectomy jal if our five-year 
survival rate can be increased and operative 
mortality not be increased, a more extensive 
operative procedure such as total gastree- 
tomy is justified. 

Jacos A. Riese 


SUPRADIAPHRAGMATIC VAGOTOMY IN THE TREATMENT OF GASTROINTES- 
TINAL ULCERATION: A. M. Vaughn. J. Am. Geriat. Soc. 1:395-401, (June), 1953. 


One hundred patients, aged from 22 to 
82 years, with gastrointestinal ulceration, 
were treated surgically since 1946 by supra- 
diaphragmatic vagotomy, either alone or 
combined with posterior gastrojejunostomy 
or partial gastric resection, Vagotomy  re- 
duces free acidity, the volume of night: se- 
cretion and the motility of the stomach; the 
latter to such a degree in some cases that 
there is gastric distention and retention of 
food for several) months. Indications for 
vagotomy are (1) marginal, anastomotic 
jejunal ulcer, (2) duodenal ulcer with be- 
nign pyloric obstruction, previous perfora- 
tio. or previous repeated attacks of hemor- 


rhage; the procedure is not done during the 
active bleeding stage. Success of the opera- 
tion is dependent upon severing all vagal 
fibres, if possible. Total night secretion and 
a Holiander insulin test are done on all pa- 
tients. preoperatively. Avoidance of gastric 
distention is of extreme importance pest- 
operatively, as it is the most fre juent con.- 
plication. Relief is obtained by Wangen- 
steen suction, urecholine and proper diet. 
On the whole, supradiaphragmatic vagotomy 
and posterior gastrojejunostomy was a satis- 
factory procedure in the author's hands. 
L. Bercer 


SIGNIFICANCE OF PSYCHOLOGICAL FACTORS IN THE ETIOLOGY OF PEPTIC 
ULCER: W. Schwidder. Psyche 4:561-575, 1951. 


From a series of cases, Schwidder con- 
cludes that repression of introjective drives, 
as expressed by anorexia, in early infancy, 
leads to character maladjustments and inhi- 
bitions which later in life result in numer- 
ous conflicts. He believes that the inhibition 
of introjection is caused by desires to poss- 
ess those objects or partial objects which 
are considered dangerous by the infant. The 
resulting character pattern shows oral fixa- 
tions such as impatience, suppressed envy 
of others, frustrations because of inability 
to achieve exaggerated demands, and a 
withdrawal tendency where profits are not 
envisioned. 

He believes that ulcer patients try to 
overcompensate for real and fantasied dep- 
rivations by means of social respectability, 


industry, self-sacrifices. This leads to 
ambitious —strivings accompanied by in- 
ability to accept passive pleasures, Further, 
reaction-formation results in excessive needs 
to safeguard property. These patients ex- 
hibit characteristic maladjustments love 
and sexual life patterns. 

The ulcer syndrome is activated by  in- 
tensification of existing conflicts. These lead 
to a generalized “hunger” for love, under- 
standing, care and consideration. Because of 
this chronic state of “hunger” and resulting 
deprivation, the stomach behaves as though 
it were continually digesting. The motor and 
secretory overactivity which lays the ground- 
work for functional alterations is followed 
by ulceration. 

Recinatp B. Weiter 


THE ROLE OF CHRONIC PERFORATION IN INTRACTABLE MASSIVE PEPTIC 
ULCER HEMORRHAGE: H. T. Caswell, W. E. Burnett and G. P. Rosemond, Am. J. 


Surg. 84:42-46, (July), 1953. 


Fifty-seven cases of proved massive peptic 
ulcer hemorrhage were chosen from a survey 
of patients admitted during the last: seven 


years to Temple University Hospital. Con- 
servative therapy was the method of choice, 
with early adequate blood replacement and 
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dietary and alkali therapy. Continued or 
recurrent hemorrhage indicated surgical 
emergency. Sixteen patients of the fifty- 
seven required emergency surgery, all but 
one of which required subtotal gastrectomy 
with direct surgical control of the bleeding. 
The other surgical case was of a high ero- 
sive lesion of the stomach; ligation and ex- 
cision of the ulcer was done, combined with 
vagotomy and gastrojeyunostomy, 

There was a 12 per cent mortality among 
the sixteen patients operated on. The source 
of the hemorrhage in nine of the cases was 
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chronic perforating ulcers, located either on 
the posterior duodenal wall or along the 
lesser curvature of the stomach. Five of the 
six nonsurgical deaths reported were found 
to have lesions amenable to surgery. Four 
of these five lesions were chronic pertora- 
tions. Ten of thirteen patients with chronic 
perforation had a history of either past 
manifest hemorrhage or past acute perfora- 
tion. Seven of thirteen patients with chronic 
perforation had a history of a constant type 
of pain preceding their hemorrhage. 
ARNOLD L. BERGER 


VAGOTOMY IN THE TREATMENT OF PEPTIC ULCER: Paul Banzet. Postgrad. Med. 


13 :491-494, (June), 1953. 


Dr. Banzet of Paris, France declares that 
although vagotomy is an efficient procedure 
in peptic ulcer therapy, he does not utilize 
it as a routine in “normal” cases. He prefers 
yastrectomies, which have given satisfactory 
results in his hands. Under certain condi- 
tions, however, he feels that vagotomy is in- 


dicated, These include: recurrent postopera- 
tive ulceration; duodenal ulcers located close 
to the common bile duct because operative 
hazards are great. He always follows vag- 
otomy with gastroenterostomy. A number of 
interesting case reports are included. 
RecinaLcp B. WEILER 


EXPERIENCE IN THE TREATMENT OF PERFORATED GASTRIC AND DUOD- 
ENAL ULCER: FE. Balog. Harefuah: J. M. A. Israel 42:8, (Apr.), 1952. 


The results of surgical treatment of gastric 
and duodenal ulcer during the past twenty- 
five years are discussed and reviewed  sta- 
tistically from various viewpoints. It seems 
that the majority of preparations occur in 
the evening, most likely as a result of large 
meals and exhaustion after a day of strenu- 
ous work. Little importance is attached to 
the absence of liver dullness as a sign of 
perforation. Primary resection is recom- 


mended as the procedure of choice. At the 
very least, the results of this method are 
not worse than those of palliative opera- 
tions, such as closure of the perforation with 
or without gastroenterostomy. Note is made 
of the greatly improved results since the 
introduction of antibiotics into postoperative 
treatment, even when surgery occurred more 
than twelve hours after perforation. 
L. BERGER 


INTESTINES 


ROENTGENOLOGICAL STUDIES OF THE GASTROINTESTINAL TRACT IN 
PATIENTS WITH HYPOVITAMINEMIA Bi: R. W. Maxwell, M. Chieffi, and J. E. 


Kirk. Gastroenterology 20:309-314, 1952. 


In the small intestine, roentgen maniiesta- 
tions of the deficiency states are as follows: 
1. Hypermotility (early and advanced 
stage). 2 Hypertonicity. 3. Dilatation of the 
jejunum (advanced), 4 Abnormal segmen- 
tation. 5. Coarsening of the mucosal folds 
in the duodenum and jejunum. 6. Floccu- 
lation of the barium shadow (mostly in ad- 
vanced stage). In this study, x-ray examina- 
tions of the gastrointestinal tract were per- 
formed in 20 middle-aged and old patients. 


These patients showed normal thiamine 
levels. Another group consisted of patients 
aged 51 to 90 with blood thiamine con- 
centrations below 2.4 micrograms per cent. 
This group was re-examined three months 
later at which time the blood thiamine level 
had been returned to normal by oral ad- 
ministration of thiamine hydrochloride. It 
was found that most of the clinical signs 
had disappeared. There was no_ significant 
radiologic abnormalities observed in. either 
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group. The authors conclude that these 
findings do not exclude the possibility that 
inore severe grades of thiamine deficiency 
may show different results. In such cases 


they may be accompanied by radiologic 
evidence of gastrointestinal abnormality. 
]. R. Van Dyne 


DIAGNOSTIC AND THERAPEUTIC USES OF INTESTINAL INTUBATION: Alvin 
J. Cummins. Postgrad. Med. 14:46-51, (July), 1953. 


The impetus given to the use of intes- 
tinal intubation has resulted in a wide- 
spread use of this modality for the diagnosis, 
treatment, and study of alimentary tract 
conditions. 

The use of intubation of the duodenum 
for obtaining diagnostic specimens of bile 
has been beneficial in such conditions as 
cholelithiasis. After the first sample is ob- 
tained, the gallbladder may be stimulated 
by using magnesium sulfate solutions or 
olive oil which should yield “B” bile from 
that organ. Cholesterol and/or calcium crys- 
tals are found in 83 per cent of cases of 
cholelithiasis. In addition, when one adds 
the inability to obtain “B” bile, diagnosis 
can be established in 90-98 per cent of such 
pathology. More than one drainage is usual- 
lv required to reach this degree of pre- 
cision. This form of diagnosis has, to a large 
degree, been superseded by  cholecysto- 
graphic technics so that its chief importance 
now is in those cases where the gallbladder 
cannot be visualized, atypical symptoma- 
tology, and in those suspected of having 
choledocholithiasis following cholecystecto- 
my or in cases associated with obstructive 
jaundice. 

In addition intubation is of value in the 
diagnosis of duodenal and biliary parasitism 
(giardiasis and strongyloidiasis ). Bacteri- 
ological study of recovered bile is otten 
revealing in the study of typhoid carriers. 

Pancreatic drainage is recommended 
through a double-lumen tube (Abbott-Raw- 
son) which is positiened in the duodenum 
under fluoroscopic guidance with the prox- 
imal end in the stomach. By this arrange- 
ment duodenal contents, free of gastric 
contamination, may be obtained. The duod- 
enal fluid should then be collected in a 
chilled container under oil, for a given con- 
trol period. Following this, the pancreas is 
stimulated by injecting secretin, Mecholyl, 
or Urecholine, and several more collections 
of duodenal contents for an equal duration 
of time are made. A normal response is an 
increase of volume, pH, or bicarbonate and 
an elevation in either the concentration or 
total output of amylase, trypsin and lipase. 
Patients with chronic pancreatitis often 


exhibit a low response while in carcinoma, 
the results depend on the location of the 
tumor; but this method is helpful in lesions 
involving the head and body of the organ. 

In the differentiation of pancreatic steator- 
rhea from idiopathic sprue the procedure is 
quite reliable; a diminished response charac- 
terizing the former. In obstructive jaundice, 
diminished response usually implies neo- 
plasm of the pancreatic head, though in 
rare instances, calcarious obstruction of the 
ampulla of Vater gives similar results. 

In the sediment aspirated from the duod- 
enum, study of exfoliated cells by the Papa- 
nicolaou technic may reveil malignancy of 
the gallbladder, extrahepatic. biliary tract 
and of the exocrine portion of the pancreas. 

In locating obscure bleeding in the small 
intestines, continuous aspiration may serve 
to localize the site of the hemorrhage. By 
using the tube with a distended balloon rec- 
ognition of the location and character of ob- 
struction is facilitated. 

In connection with roentgen investigation, 
the tube can be of assistance in a_ better 
definition of small bowel tumors, cysts, 
polyps, ete. Further, intubation finds value 
as an aid to cholangiography and in repro- 
ducing intestinal pain at the site of the 
lesion when the distended balloon acts as a 
stimulus at the locus. 

The prime therapeutic indication of the 
tube is in the treatment of intestinal ob- 
struction by relieving the life-threatening 
overdistended loops of the bowel; but it is 
also useful as a protection following intesti- 
nal anastomoses, by preventing disteation 
and disruption of the new junction. 

In intestinal parasitoses, it is important 
to bring the effective drug into intimate 
contact with the invaders, in as high a con- 
centration as possible. Through intraduod- 
enal administration this is more effectually 
realized. 

By maintaining the tube in position con- 
stantly at the level of the terminal ileum or 
proximal to ulcerative lesions of the colon, 
and practicing continuous suction the distal 
bowel is kept at rest. The tube is also used 
to prevent obstruction as a result. of post- 
operative intestinal adhesions. A rather stiff 
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tube is left in the bowels in the hope that 
the loops of bowel would remain sufficiently 
separated to discourage adhesion formation. 

The author presents a strong plea for the 


usefulness of the Miller-Abbott tube and its 
offsprings. 


Recinatp B, WEILER 


BENIGN ULCER OF THE SMALL BOWEL: C. C. Craighead. Am. J. Surg. 84:47-53, 


(July), 1953. 


Benign nonspecific ulcer of the small 
bowel is rare, there having been seven such 
cases in over one million admissions to 
Charity Hospital and Touro’ Infirmary in 
New Orleans during a fifteen year period. 
The condition should be kept in) mind in 
patients who have obscure abdominal com- 
plaints or who present signs of an acute 
condition within the abdomen. 

Tryptic digestion, under certain condi- 
tions, may become the principal cause of 


chronic primary ulcer of the small bowel. 
It mav be that infection from distant foci, 
lues, tuberculosis, vasomotor phenomena and 
precedent enteritis may play a_ part. The 
pathologic picture resembles that of ulcer of 
the stomach or duodenum. Resection of the 
ulcer and surrounding small bowel is con- 
sidered the therapeutic procedure of choice. 
Seven cases are reviewed. 


ARNOLD L. BERGER 


THE PSYCHOANALYTIC TREATMENT OF A MAN SUFFERING WITH ULCERA- 
TIVE COLITIS: Mary McKinniss Cushing. Psychoanal. Assoc. 1:510-518, (July), 1953. 


The author reports a case of ulcerative 
colitis successfully treated by psychoanalysis. 
The patient was in his mid-thirties, an ex- 
ecutive who was courteous but stern in 
expression and manner. He had_ tried all 
types of therapy except colostmy and psy- 
chiatric treatment, 

His first attack was at 15 when he was 
engaged in a public speaking contest. From 
that time until he was 25, he had bouts of 
diarrhea three times a year, associated with 
academic examinations. The year before he 
was seen, he had an attack lasting 2 months 
with bloody discharge. This followed his 
final examination and the state board tests. 
Whenever he was required to submit to any 
type of testing he had similar attacks. He 
was hospitalized several times, once for 
four months with a severe hemorrhage. His 
states of “remission” were when he had only 
five to seven stools daily with only an occa- 
sional moderate hemorrhage. He underwent 
a series of 220 analytical hours over a period 
of 2% years. 

The patient was the youngest son of a 
Jewish merchant in a small town, The father, 
a gentle but not very successful: man had 
died recently. The mother who the 
family manager was very ambitious for her 
children, while the oldest brother was fairly 
successful and ready to aid the family but 
suffered from hypertension. The middle 
brother was a professional man who had 
been cured of severe colitis through psycho- 
analysis. 


The patient always felt that the more he 
did, the more was expected of him, with 
the pressure being exerted from mother and 
wife. His urge was to Hee from this pressure 
but instead he responded with violent diar- 
thea. He felt that he always had to do 
things for other people. As a child, when 
constipated his father begged him to dete- 
cate which he could only succeed in doing 
by suffering pain but his mother gave him 
laxatives. 

The bowel symptoms arose whenever he 
felt his control threatened. Before the onset 
of his symptoms, his family controlled him 
by acceptance or disapproval while after- 
wards, the bowels por the same purpose. 
He needed his symptoms to inhibit his flight 
impulses, his hostility and his fear of chaotic 
sexuality. 

After 2% years of therapy he improved so 
much that he successfully withstood the 
death of both brothers as well as several 
other severe traumata and has remained 
free of symptoms to date. 

Dynamically, he endlessly utilized the 
bowel to express his emotions. All his prob- 
lems revolved about how to produce enough 
to satisfy his mother. This became a response 
to early insistent and continued demands 
from mother and pleadings by father. 

His therapeutic success hinged upon ex- 
periencing a close relationship with the 
analyst in which satisfaction was possible. 


Recinatp B. WEILER 
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LIVER AND BILIARY TRACT 


ADRENAL HORMONE THERAPY IN VIRAL HEPATITIS. I. THE EFFECT OF 
ACTH IN THE ACUTE DISEASE: A. S. Evans, Helmuth Sprinz, and R. S. Nelson. 


Ann. Int. Med. 1115-1133, (June), 1953. 


In this study, 20 patients with acute viral 
hepatitis were treated with ACTH in strict 
alternation with 20 similar control patients 
who received injections of saline. Half of 
the patients were started on injections in 
the first ten days after onset of illness, half 
in the second ten days. It was found that 
ACTH therapy was associated with a prompt 
drop in serum bilirubin in 18 of the treated 
patients, as compared to control groups. The 
time taken for apparent clinical recovery, 
complete disappearance of jaundice and re- 
turn of bromsulfalein retention to 10 per 
cent or less was somewhat longer in patients 
started on ACTH earlier in disease than in 
the control groups, and was about ten days 


shorter than the controls in patients started 
on ACTH later in the disease. Four clinical 
relapses, three with jaundice, occurred in 
ten cases in which ACTH therapy was 
started in the first ten days of illness. No 
clinical relapses occurred in ten patients 
treated with ACTH later in the disease, and 
none in the combined group of 220 control 
patients. The authors found that the physio- 
logic effect of ACTH in the 20 treated 
cases was notable in two respects: a. Only 
seven patients showed a good cosinophile 
response; b. Glycosuria occurred in 16 pa- 
tients and fasting hyperglycemia in seven 
patients. 

J. R. Van Dyne 


ADRENAL HORMONE THERAPY IN VIRAL HEPATITIS. Il. THE EFFECTS OF 
CORTISONE IN THE ACUTE DISEASE: A. S. Evans, H. Sprinz, and R. S. Nelson. 


Ann. Int. Med. pp. 1134-1147, (June), 1953. 


The administration of Cortisone to ten 
patients with early acute viral hepatitis was 
associated with a prompt fall in serum bili- 
rubin and a primary recovery period about 
two weeks shorter than in 17 similar patients 
receiving control injections, or 100. similar 
patients admitted prior to this study. Histo- 
pathologic studies revealed a more rapid 
progress toward healing in cortisone-treated 
than in control patients. This was accom- 
panied by a moderately severe degree of 
fatty metamorphosis. 


In the ten patients treated with Cortisone 
there were two relapses; there were none, 
however, in the combined group of 117 
control patients. The authors present the 
theory that while cortisone therapy speeded 
up the return of certain clinical, laboratory 
and pathologic features toward normal, it 
left the patient more vulnerable to relapse 
than patients not so treated because of dis- 
turbances virus-host relationships —im- 
portant in immunity. 

J. R. Van Dyne 


ADRENAL HORMONE THERAPY IN VIRAL HEPATITIS. III. THE EFFECT OF 
ACTH AND CORTISONE IN SEVERE AND FULMINATING CASES. A. S. Evans, 
H. Sprinz, and R. S. Nelson. Ann. Int. Med. pp. 1148-1159, (June), 1953. 


ACTH and/or Cortisone was used in the 
treatment of viral hepatitis, five cases of 
which were moderately to severely ill! and 
six of whom had a fulminant course with 
coma. In the first group, hormone therapy 
was associated with symptomatic control 
and a drop in serum bilirubin, but in three 
of the five cases, relapses of both major and 
minor severity occurred, and multiple re- 
lapses were observed in the same patient. 
In the second group all six patients died 
and no significant benefits of hormonal ther- 
apy were seen. 

It is the authors’ impression that when 
evidence of coma and the rapidly shrinking 
liver appeared in viral hepatitis, a point of 


no return has been reached in which hepatic 
necrosis is so severe and progressive that 
usually no therapy will avail. One particu- 
lar case deserves mention, a 26 year old 
female with fulminant serum hepatitis, and 
definite coma with a small liver, was treated 
with 1,000 mg. of Cortisone daily, intra- 
venous levulose and choline, and prophy- 
lactic penicillin. In this particular instance, 
recovery ensued after 19 days of therapy 
and after a 48 hour period in hepatic coma. 
It would seem from this particular study 
that Cortisone certainly deserves further trial 
in this type of case. 


J. R. Van Dyne 
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BILE PERITONITIS COMPLICATING NEEDLE BIOPSY OF THE LIVER: A. Valero. 
Harefuah. J. M. A. Israel 42:2, (Jan.), 1952. 


Needle biopsy of the liver was performed 
on a case of chronic jaundice. Following 
this procedure, an unusual pain, and, on the 
following day, abdominal distention, signs 
of peritonitis and ileus appeared. The pa- 
tient succumbed two days later. Autopsy re- 
vealed g@bstruction of the liver passages. by 


multiple stones, bile peritonitis and a biliary 
fistula leading into a dilated biliary radicle. 
It is advised that all cases of chronic jaun- 
dice and. those showing obvious signs of 
biliary obstruction should be subjected to 
laparotomy rather than to needle Sao, 

ARNOLD L. BERGER 


PANCREAS 


THE PROBLEM OF PANCREATITIS: Robert M. Zollinger, and Thomas Boles. Rocky 


Mountain M. J. 50;554-559, (July), 1953. 


The authors believe that many baffling 
diagnostic problems would be clarified if 
the serum amylase tests were more fre- 
quently employed. By routine use of the 
laboratory procedure in all cases of upper 
abdominal pain, they maintain that pan- 
creatitis would be found to be a serious and 
common. disease. 

Two common etiological factors in pan- 
creatitis are gallbladder disease and alcohol- 
ism. Textbook type of symptomatology is 
rarely encountered but in all cases pain is 
prominent. This is usually constant, intense 
and often described as boring. It seems to 
develop from the mid-epigastrium, In de- 
creasing frequency it is found in the upper 
quadrants, lower quadrants, back or upper 
lumbar region. Band-like pain was found 
in a minority of cases (6 out of 55). The 
pain is diffusely radiated. 

Experimentally, pain from lesions in the 
head of the pancreas was found to be dis- 
tributed to the epigastrium to the right of 
the mid-line. Stimulation of the body of the 
organ gave rise to reactivity in the mid- 
epigastric region, while that of the tail re- 
sulted in pain at a lower level in the left 
epigastrium or even in the left lower quad- 
rant. When all areas were simu!taneously 
activated the resultant was a band-iike pain 
over the epigastrium radiating to the back. 
Splanchnic blocks inhibited the pain. 

The clinical symptoms, while suggestive, 
are too vague for a definitive diagnosis of 
pancreatitis, the serum amylase test) was 
much more efficient in establishing the pres- 
ence of the disorder. The test is of value, 
also, in common bile duct calculi with jaun- 
dice and in acute cholecystitis since pan- 
creatitis is apt to acompany these diseases 
and is a strong deterrent to surgery. 

At times the amylase value of the serum 


is misleading because the elevation in an 
acute attack has a tendency to fall to nor- 
mal within 48 to 72 hours. Where there are 
symptoms of obscure abdominal pain, signs 
of peritonitis and paralytic ileus without 
distinctive x-ray and laboratory studies, the 
amylase test applied to the peritoneal fluid 
may be profitable, even after 72 hours. The 
values rise 3 or 4 times that of the serum 
in the transudate and remain elevated for 
2 to 4 days after the blood evaluation is 
normal, 

X-ray is of real value in the diagnosis of 
pancreatitis. The important findings in the 
flat plate are paralytic ileus, gallstones and 
calcified areas in the pancreas. 

The authors defend conservative therapy 
of acute pancreatitis which should be prac- 
ticed initially. The basic principle is to put 
the pancreas at rest by control of the hor- 
monal mechanism as well as the neurogenic 
stimuli, 

Besides use of an indwelling continuous 
suction gastric tube, vagal blockige by atro- 
pine or Banthine should be exhibited. 
Nothing should be allowed by mouth, bed- 
rest, intravenous fluids and electrolytes to 
maintain a balance should be employed. 
Demerol for relief of pain is the drug of 
choice but splanchnic block may be required. 

Metabolic complications require treat- 
ment; such as mellitus and hypo- 
calcemia. 

Surgery may be required liter, though it 
should be avoided early; this is especially 
important in respect to biliary tract disease. 

Chronic pancreatitis runs variable 
course, often being the result of a series of 
attacks. It takes the form of a progressive 
emaciating debility. Calcification of the pan- 
creas may follow or there may only be an 
inflammatory pseudocyst. When symptoms 
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are recurrent or continuous it Causes severe 
disability. No treatment is entirely satisfac- 
tory. The authors achieved clinical improve- 
ment by a combination of vagotomy and 
subtotal gastric resection. 
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In the series of 55 acute cases including 
primary postoperative and traumatic types 
there was a 16.4 per cent mortality. Only | 
out of 12 chronic cases died. 

B. WEILER 


INTESTINAL OBSTRUCTION IN FIBROCYSTIC DISEASE OF THE PANCREAS: 
A. Bruwer, and J. R. Hodgson. Am. J. Roentgenol. 69:14, (Jan.), 1953. 


Calcification in the abdomen of a newborn 
child is, for practical purposes, indicative of 
a previous fetal peritonitis due to one of a 
number of causes. It should be stressed that 
one of these causes, with or without calicifi- 
cation, is intestinal obstruction complicating 
fibrocystic disease of the pancreas. The im- 
portance of recognizing fibrocystic disease 
with complicating intestinal obstruction as 
a cause of peritonitis with calcification, is 


that the outcome after surgical treatment of 
meconium ileus, with or without associated 
volvulus or atresia, is no longer uniformly 
fatal. There is strong evidence that atresia 
of the bowel in cases of fibrocystic disease 
of the pancreas is secondary to impaction 
of mecomium, rather than a primary em- 
bryologic manifestation. 

Franz J. Lusi 
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BOOK REVIEWS FOR GASTROENTEROLOGISTS 


DISEASES OF THE ESOPHAGUS (Die Krankheiten der Speiseroehre): Hugo Starck. 
145 pages, 69 illustrations. Verlag Dr. Dietrich Steinkopf, Darmstadt 1952. 


Starck discusses the diseases of the esopha- 
gus from his vast personal experience. The 
book contains a general and a special part. 
The author refrains from adding a bibliog. 
raphy and refers to the handbooks and his 
former publications. The different diseases 
are discussed such as neuroses, erosive 
esophagitis, strictures and cardiospasm. The 
most extensive discussion is devoted to the 
dilatations of the esophagus. The book is 
written in German and, mostly, for the 
readers of the Germar medical literature, 
therefore, the newer American work and 


interest in varices, or Schindler's symptom 
of Kraeuselung are either only superficially 
discussed or not mentioned at all. The book 
is written for the student and the general 
practitioner, but also useful for the gastro- 
enterologist. It is very easy to understand. 
The reproductions of the roentgenograms, 
specimens, and the esophagoscopic aspects 
are very good and informative. We recom- 
mend the book to all those interested in this 
field. We want to congratulate Starck on his 
book, for it sumarizes his life-long important 
work. 


DAS PHAOCHROMOZYTOM: Prof. Dr. Heinrich Sack, Chefarzt der Inneren Klinik 
der Stadtischen Krankenanstalten Krefeld. 93 pages, 26 illustrations. Georg Thieme 
Verlag, Stuttgart, W. Germany, 1951. DM 11.70. 


The author, in this instructive and in- 
formative monograph by Professor Sack on 
“phiochromocytoma”, presents us with in- 
formation that is indeed helpful to a better 
understanding of this lesion, its symptoma- 
tology and the results of surgical treatment. 


There is included a helpful bibliography 
of seven pages. 

This little monograph should be of inter- 
est to all physicians and surgeons who may 
have patients with this lesion. 


KLINISCHE ELEKTROKARDIOGRAPHIE LEHRBUCH FUR STUDIERENDE UND 
ARZTE: Dr. Max Holzmann. Second enlarged and improved edition. 652 pages with 
302 illustrations. Georg Thieme Verlag, Stuttgart, Germany, 1952. Price DM. 69.60. 


This improved and revised second German 
edition and a forthcoming welcome edition 
in English, follow the first German edition 
(1942-1944) and the Spanish and Italian 
editions after an interval of several years 
during which many advances in diagnosis 
and new discoveries in treatment and man- 
agement, surgical, medical and psychoso- 
matic including the sulfa and antibiotic 
remedies and angiocardiography have been 
successfully applied. Ballistocardiography 
and intracardiac surgery and surgery of the 
congenital anomalies of the cardiovascular 
system have been developed to a high de- 
gree since 1944. 

This excellent volume on “clinical elec- 
trocardiography”, for those who can read 
German, should be instructive and informa- 
tive, especially for medical students, in- 
ternes, residents and physicians interested 
in cardiology. So many new books in re- 
cent years on the subject of “electrocardiog- 
raphy” and “cardiology” have appeared in 
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the English speaking countries and Latin- 
American countries, that new editions of 
German texts on these topics will meet 
rather stiff competition. 

The subject matter as presented by the 
author is quite satisfactory, 
There is, however, some lack of reference 
to much of the advanced work done in the 
United States, France, England and Latin- 
America, as so often happens in the Ger- 
man_ textbooks. 

The author expresses his appreciation and 
thanks for the information pe aid received 
from the works of the late Sir Thomas 
Lewis, the late Professor Karl Wenckebach 
and Winterberg of Vienna, Prof. Loeffler, 
Prof. Schupbach, Prof. Fanconi and others. 

Referring to the references of the litera- 
ture as on pages 33, 119, 175, 333-334, 445- 
446, 525-526, 591-592, 644-645, etc., very 
few American authors are mentioned. 

“Clinical electrocardiography” is recom- 
mended to German reading students and 


physicians as a welcome addition to the 
other works recently appearing in the United 
States and which have become so well known 
to American cardiologists, clinicians, general 


Germany, 1952. Price DM 2.70. 


This little monograph on an_ interesting 
topic by the Director of the University Med- 
ical Clinic (1) at Frankfurt-am-Main will 
make profitable and instructive reading for 


This monograph by an experienced roent- 
genologist of the University of Gottingen, 
who is particularly an expert in the field of 
roentgen-ray therapy, should prove of in- 
terest and be helpfully informative to those 
who read German. Unfortunately, not many 
American — gynecologists, — dermatologists, 


BOOK REVIEWS 


KLINISCHE PROBLEME DER VEGETATIVEN REGULATION UND DER NEURO- 
PATHOLOGIE: Prof. Ferdinand Hoff, Direktor der I. Medizinischen Universitats- 
klinik Frankfurt a-M. 43 pages, 9 illustrations. Georg Thieme Verlag, Stuttgart, 


GRUNDLAGEN DER STRAHLENTHERAPIE PHYSIK, BIOLOGIE UND ALLGE- 
MEINE THERAPIE: Dr. Med. Richard Kurt Kepp, Apl. Professor fur Geburtshilfe 
und Frauenheilkunde an der Universitat Gottingen mit einem geleitwort Von Prof. 
Dr. Heinrich Martius, Direktor der Universitats—Frauenklinik Gottingen. 357 pages, 
134 illustrations. Georg Thieme Verlag, Stuttgart, Germany, 1952. Price DM 38. 
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practitioners and medical students. The 
quality of the paper and the printing are 
excellent. The ihustrations are for the most 
part good and quite informative. 


the neurologist, clinician, psychosomaticist, 
student and general practitioner of medicine 
who can read German. 


roentgenologists, oncologists and students 
read German fluently. Perhaps if this work 
were published in English, it would have 
many more readers, particularly radiologists. 

The book contains an extensive bibliog- 
raphy of 35 pages and a subject index of 11 
pages. 
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Under His Foot, the Live Grenade 


Technical Sergeant 
Robert §. Kennemore, VSMC 
Medal of Honor 


Tue MACHINE GUN belonged to E Company, 
Second Battalion, Seventh Marines. It was 
under the command of Technical Sergeant 
Robert Sidney Kennemore. 


It was busy. For on this November night 
fanatical Red masses were swamping Marine 
defense positions north of Yudam-ni. 


Fifteen yards in front of the gun, a Red sol- 
dier raised his body briefly and sent a grenade 
into the air. It landed squarely among the crew. 
In a split second, Sergeant Kennemore had 
covered it with his foot. 


There was a violent, muffled explosion, but 
not a man was hurt. Not a man except Ser- 
geant Kennemore. He had given both his legs 
to save his comrades’ lives. 


“When IT was on active duty,” says Sergeant 
Kennemore, “I sometimes wondered if people 
back home cared as much about stopping Reds 
as we did. Now that I'm a civilian, | know they 
do. And one proof is that so many of my neigh- 
bors are investing in E Bonds for our country’s 
defense. Believe me, | know how important that 
defense is. So 'm investing, too, just as | hope 
that you are!” 


Now E Bonds pay 3%! Now, improved Series E 
Bonds start paying interest after 6 months. And 
average 3% interest, compounded semiannually 
when held to maturity. Also, all maturing E Bonds 
automatically go on earning — at the new rate — for 
10 more years. Today, start investing in U.S. Series 
E Defense Bonds through the Payroll Savings Plan; 
you can sign up to save as little as $2.00 a payday 
if you wish 


Peace is for the strong! 
For peace and prosperity save with 
U.S. Defense Bonds! 


The U.S. Government does not pay for this advertisement. It is donated by this publication in cooperation 
with the Advertising Council and the Magazine Publishers of America. 
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for caloric boost 
without gastric burden 
...when weight gain 
is the objective 


TRADEMARK 


[ORAL FAT EMULSION SCHENLEY | 


Just 2 tablespoonfuls of EDIOL* 
oral fat emulsion q.i.d. add 600 
extra calories to the daily diet 
without increasing bulk intake or 
blunting the appetite for essen- 
tial foods. This EDIOL regimen 
is the caloric equivalent of: 

6 servings of macaroni 

and cheese, or 

1 dozen Parker House rolls, or 

12 pats of butter, or 

8 boiled eggs, or 

6 baked potatoes, or 

9'4 slices of bread 


EDIOL is an exceptionally palat- 
able, creamy emulsion of vege- 
table oil (50%) and sucrose 
(12V2%). The unusually fine par- 
ticle size of EDIOL (average, | 
micron) favors ease of digestion, 
rapid assimilation. For children, 
or when fat tolerance is a prob- 
lem, small initial dosage may 
be prescribed, then increased to 
the level of individual tolerance. 


Available through all pharma- 
cies, in bottles of 16 fl.oz. 


schenley 


SCHENLEY LABORATORIES, INC. 
LAWRENCEBURG, INDIANA 


OSchentey Laboratories, Inc. *Trademark of Schentey Laboratories, Inc. 
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‘PARLUGUAN 
“CONTAINS: - 
‘ 


e Whole milk solids, 
fortified with dex- 
trins and maltose 


e Magnesium trisili- 
cate 


e Magnesium oxide 
e Calcium carbonate 


e Magnesium car- 
bonate 


References: 

.3.: 
Ww. Saunders, 
Phila Peptic 
Ulcer, 
28, 1951 

Douthwaite, A. H.: 
Medical treatment 


27) 1982 
Douthwaite, A. H. 
and Shaw, A. B.: 
The Control of 
Gastric Acidity, 
Brit. M. J. 2:180 
(uly 26) 1952 


@ provide continuous acid neutrali- 


ARLUGUAN 


FOR PEPTIC ULCER MANAGEMENT 
and control of gastric hyperacidity 


Now! Troches! Provide Effect of 
Intragastric Milk-Alkali; {Drip} 


Present day medical regimen is based on the generally 
accepted theory that to heal an uncomplicated gas- 
troduodenal ulcer, hydrochloric acid should be 
neutralized. To reduce the acidity favors healing, as 
it most certainly favors relief of pain associated with 
ulcer symptoms. 

The most effective method known for neutralizing 
stomach contents over long periods has been the con- 
tinuous intragastric milk and alkali drip. 

This method has practical disadvantages. 

But now the principle and effect of the intragastric 
milk-alkali drip is provided by continuous sucking of 
PARLUGUAN buccal troches containing milk solids 
and non-systemic alkali. 


PARLUGUAN buccal troches 


zation 


— healing of uncomplicated 


eptic ulcers 


educe symptomatic ulcer pain 


@ strikin gastric 
central pi fen pH levels for extended 


paw 11 calories per troche 
© are pleasant tasting 


one indicated for relief of gastric hyperacidity and gastritis. 


DOSAGE: One-half hour after food is taken a 
PARLUGUAN troche should be placed in the 
mouth between the cheek and the gums and allowed 
to dissolve slowly over a period of 20 to 30 minutes. 
Up to 2 or 3 troches per hour may be required dur- 
ing the stage of ulcer activity. Follow-up treatment 
requires 1 to 2 troches between meals. 


As an antacid for the temporary relief of gastric 
hyperacidity, 1 troche; repeat if necessary. 


Trade Mark 


Patient enjoys beneficial 
effect of intragastric milk- 
alkali drip without dis- 
comfort of intubation. 


Available in handy vials of 25 troches at all pharmacies. 


Samples and literature on request. 


340 CANAL CTREET ,N. Y. 


© 1953 The Panray Corp., New York 
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FELORAL CAPSULES in moisture-proof 


_ strips for their protection; ly carried in purse or —_— 


AVERAGE DOSAGE 


Adults: 1,2 0r 3 capsules water 
ular intervals, preferably after meals. 


Infants: Rectally, as required. 


“Supplied: Preseription size - 100'S 
"Samples? Of course your r 


Each PINK and WHITE FELOR. AL ‘apsule ¢ 


(3°) gr.) 

ELLADONNA ALKALOIDS, 
OSC YAMINE: 

ROPIN 

OSC 


CO 


Originators of CHLORAL HY DRATE in Soft Gelatin Cap: os ee 


Smith of the Lahey Clinic reports: 
“The reactive form reacts 

completely with hydrochloric acid 

ina relatively short time, while 

the nonreactive form remains in 

the colloidal aluminum hydroxide 
suspension .. . for prolonged periods.” 


Many gravidas need Creamalin relief 
In pregnancy heartburn, prescribe 
Creamalin tablets p.r.n. with 

safety. Creamalin causes no acid 
rebound, no electrolyte imbalance, 
no fluid retention. These tablets 

do not “set the teeth on edge” 

with chalkiness. Finicky patients 

like the smooth, nongritty taste. 
Calories? Virtually none. 

1, Smith, F. H.: Gastroenterology, 8:494, Apr., 1947. 
2. Woldman, E. E.: dm. Jour. Med. Sc., 


194:333, Sept., 1937. 
$. Fox, J. R.: Jour, Lancet, 72:361, Aug., 1952. 
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pl Starnes 


New York 18, N. Y. * Windsor, Ont. 


8000* doctors 


deliberately choose 
fie reactive 


For fast relief in 

acid indigestion, 
heartburn, bloating, 
belching and dyspepsia, 
8000 doctors prescribe 
reactive Creamalin 
instead of a 
non-reactive gel. 


In hyperacidity 


25 MINUTES § 10 15 20 


complete reaction of 


incomplete reaction of 
reactive gel with HCl 


nonreactive gel with HCl 


Creamalin excels nonreactive gels 

in buffering capacity. It combines with 
at least 12 times its volume N/10 HCl 
in less than thirty minutes.’ 


“From the standpoint of expense, 


convenience and results the aluminum 
hydroxide type of tablet is the 
most efficacious.” 


WINTHROP 
® 


reactive gel 


LIQUID AND TABLETS 


* Answers to a questionnaire recently mailed to 65,000 physicians 
Creamolin, trademark reg. U. S. & Canada, brand of aluminum hydroxide get 
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for peptic ulcer... 


1 rapid relief from pain and other ulcer symptoms 


2 accelerated healing 
3 outstanding freedom from side effects 


4 dosage forms that individualize therapy: en (Or 


PRANTAL Repeat Action 
PRANTAL Injec hon PRANTAL Fablets (plain- Tablets, (coated — no taste } 


scored), for adjusting 


for acute episodes, 
therapy. 


—for prolonged effect— 
(8 hours or more). 


PRANTAL 
| Tablets with Phenobarbital 16 mg 


(coated—no taste) —for combined seda- 


tive and anticholinergic effects. 


Paantar® methyleulfate (brand of diphenmethanil methylsulfate). 


SCHERING CORPORATION BLOOMFIELO, NEW JERSEYV 
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maalox 


gives ulcer relvef 


without side effects 


® 


Gastric hyperacidity is controlled by 
Maalox-Rorer without constipation 
or other side effects commonly 
encountered with antacids. Relief of 
pain and epigastric distress is prompt 
and long-lasting. Available in tablets 


and liquid form. 


Suspension Maalox-Rorer contains the 
hydroxides of Magnesium and 
Aluminum in colloidal form. The 
smooth texture and pleasant flavor 
make it highly acceptable, even with 


prolonged use. 


Supplied: in 355 cc. (12 fluid ounce) bottles. 
Also in bottles of 100 tablets. (Each Maalox 
tablet is equivalent to 1 fluidram of Suspension 


Maak 


Samples will be sent promptly on request. 


WILLIAM H. RORER, INC. 
Drexel Bidg., Independence Square 
Philadelphia 6, Pa. 
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for your 
peptic ulcer 
patients... 


T.M, 


Ant re 


bromide 


New High Potency 
Anticholinergic with 


No Bitter Aftertaste 


o 3 ” As adjunctive therapy in your standard peptic ulcer regimen*, 
Antrenyl offers potent anticholinergic action to inhibit motil- 
ity of the gastrointestinal tract and gastric secretion. 


Although Antrenyl is one of the most potent of all anticholin- 
ergic agents, it rarely causes esophageal or gastric irritation 
and has no bitter aftertaste. In individualized doses, it is well 
tolerated and side effects are absent or generally mild. 


In one study' patients receiving Antrenyl obtained relief from 


*Leadine acute symptoms within 24 to 36 hours. Dosage was individu- 
gustroenterologists ally adjusted at 5 to 10 mg. four times a day. Side effects were 
recommend: adjudged less pronounced than those of other similar agents 
rest ordinarily used in the management of peptic ulcer. 
sedation 
antacids Prescribe Antrenyl in your next case of peptic ulcer and 
nonirritating diet spasm of the gastrointestinal tract. Available as tablets, 5 mg., 


anticholinergics 


scored, bottles of 100; and syrup, 5 mg. per teaspoonful (4 
cc.), bottles of | pint. 


Ciba Pharmaceutical Products, Inc., Summit, N. J. 


GHibar 1. Rogers, M. P., and Gray, C. L.: Am. J. Digest. Dis. 19:180, 1952. 
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PROLONGED antacid action <& 
without unwanted side effects ~ 


Aluminum Hydroxide Gel with Maynesium Hydroxide Myth 


TABLETS SUSPENSION Philadelphia 2, Pa 


Pleasantly flavored for continued patient acceptance 
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